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Results of Suction Therapy in the Treatment of 


Ileus and Peritonitis 


Z. MESTER, M.D., F.I.C.S. 
BUDAPEST, HUNGARY 


N the pathophysiologic process of ileus, 
] one of the most important factors is 

the distention produced by morbid 
accumulation of gas and fluid in the in- 
testines. Suction therapy is expected to 
remove fluid and gases and thus eliminate 
the distention. 

The simplest method of decompression 
is aspiration of the regurgitant gastric 
contents through a gastric tube (Bartlett). 
Wangensteen introduces a duodenal sound, 
if possible, to below the pylorus, by which 
means the decompression is more thorough 
than that obtained with a gastric tube. 
In 1934 Miller and Abbot devised a sound, 
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supplied with an inflatable balloon, that 
could be introduced into the deeper sec- 





The indications for suction therapy 
and the results obtained in seven 
years are summarized. Suction ther- 
apy is considered a symptomatic 
treatment combating distention, with 
no claim that it corrects the cause of 
ileus. Its application without opera- 
tion, therefore, should not be consid- 
ered except in rare cases and with 
much precaution. It may, however, 
be applied to ail patients with ileus 
together with the proper operation 
and other procedures. 
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tions of the small intestine. Though this 
sound has been repeatedly modified, it is 
most widely used in its original form. In 
1946 Cantor described his sound, which 
consists of a simple rubber tube with a 
single lumen, at the end of which there 
is a free-hanging balloon containing mer- 
cury. This sound also can be readily in- 
troduced into the deeper sections of the 
small intestine. It can be easily con- 
structed at home. It is to this sound that 
the observations here to be recorded are 
referable. 

To construct the sound, a rubber tube 
3 to 4 mm. long, with an outer diameter 
of 5 to 6 mm. and an inner diameter of 
3 to 4 mm., is used. The tube is provided 
with eight openings, measuring about 3 to 
4 mm. The distance between the indi- 
vidual openings is about 2.5 cm. The two 
groups consisting of four openings each 
face in opposite directions. This arrange- 
ment of the openings occupies a segment 
about 20 cm. long at the lower end of the 
tube (Fig. 1A). 

Cantor’s first model was provided with 
four such groups of openings with a dis- 
tance of 11 cm. between each two groups. 
Thus, the openings occupied about 60 cm. 
of the entire length of the tube. Earlier I 
employed this type, but I observed that, 
for effective suction, too long a part of the 
tube had to be introduced, the sucking 
effect being exerted on the stomach only, 
unless the uppermost opening passed the 
pylorus. By confining the openings to a 
short section (20 cm.), I noted that suc- 
tion may be commenced at an earlier time. 

After the distances of 45, 60, 80, 100 
and 150 cm. have been marked on the tube 
with silver nitrate marks (silver nitrate 
10 parts, distilled water 5 parts) or with 
an ink containing silver nitrate, a condom 
is fastened, by sticking, to the end of the 
tube in such a way that it constitutes, 
beyond the end of the tube, a free balloon 
6.5 to 7 cm. long. After the superfluous 
upper part of the condom has been cut 
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off, the free margin of the remaining part 
is properly folded, stuck to the tube and 
fastened to it with silk twisted around the 
tube with many tight turns. Then 5 ml. 
(about 65 gr.) of mercury is injected with 
a syringe through the lowermost opening 
into the balloon, which is finally tied with 
a piece of silk directly below the lower end 
of the tube. Prior to this the air in the 
balloon should be removed, because too 
much air may hinder introduction of the 
tube. 

Thus, all constituents of the tube being 
available in every hospital, this modified 
type of tube can be constructed within 
some minutes at home. 

In my opinion, the details of the intro- 


duction and therapeutic application of the’ 


sound may be omitted in this paper, since 
they have been reported by Cantor and 
Miller, respectively. 

In the presence of severe conditions I 
often carried out, initially, aspiration of 
the gastric contents only, introduction of 
the sound into the deeper parts being done 
some hours later, after the most urgent 
measures had been taken. The passage of 
the sound through the pylorus was never 
difficult; especially in cases of severe in- 
testinal paralysis, it succeeded easily in 
the majority of cases after the first trial. 
The passage of the sound through the 
pylorus is established by aspirating from 
the stomach, through the tube, the water 
drunk by the patient, the fact being borne 
in mind that aspiration of the gastric con- 
tents is always possible until the upper- 
most opening of the tube has failed to 
pass the pylorus. If the balloon has passed 
the pylorus it is soon followed by the tube, 
and, when all the openings have entered 
the duodenum, the gastric contents can no 
longer be aspirated. Figure 2 demon- 
strates that the opaque matter injected 
through the tube has been only partly in- 
jected into the stomach, because some of 
the openings have not yet passed to be- 
yond the pylorus. The mercury in the 
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Fig. 1.—A, outline of the sound constructed in the author’s department. The size used is recorded. 
B, outline of the apparatus composed for continuous suction. 


balloon is likely to be situated deeper. In 
such cases the remaining part of the tube 
will enter the intestine in a few hours. 
No considerable success should be ex- 
pected from suction therapy unless marked 
distention is present. The majority of pa- 
tients with ileus will, after surgical re- 
moval of the causative factor, soon be re- 
stored without any special therapeutic 
measures, as most patients will after lapa- 
rotomy performed for some other disease. 
It would be superfluous to apply suction 
treatment to such patients. Patients with 
ileus should be carefully observed, and, 
if disorders in the circulation or the fluid- 
electrolyte balance occur, suitable treat- 
ment should be immediately administered. 
Penicillin and other antibiotic drugs are 
given to most patients. If the first signs 
of distention appear, suction is to be ap- 
plied. In cases of seemingly mild disten- 
tion, the beginning of suction treatment 
should not be delayed until severe symp- 
toms occur, the prognosis being occasion- 
ally fatal. If increased accumulations of 
gas or fluid are shown by roentgen rays or 
peristalsis cannot be set in motion, the 
Cantor tube should be introduced imme- 
diately. In cases of severe involvement 
with severe distention, suction therapy is 
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applied before the operation, soon after 
admission of the patient. These principles 
hold true of all cases of ileus, both me- 
chanic and dynamic. 

Of my 161 patients with ileus due to 
adhesions, 53, i.e., one-third, were treated 
with a Cantor tube. Obviously, those most 
severely affected were so treated, and it is 
for this reason that the mortality rate is 
higher in the group treated with the tube 
than in the total group of patients with 
mechanical ileus. Similar results have been 
obtained by Bollinger and Fowler, who ap- 
plied suction to 64 of 205 patients with 
ileus of the small intestine. Suction ther- 
apy was still less frequently applied in 
cases of excarcerated hernia. I operated 
on 139 patients for this condition, and 
suction was administered to only 5, in 
whose cases severe peritonitis was also 
present. 

The indications for suction therapy are 
summarized in Table 1. The note in the 
margin of the table refers to the points 
of view aforementioned. 

A few authors, most of them American, 
have tried to bring about functional res- 
toration in cases of mechanical ileus by a 
conservative approach, applying suction 
therapy without operation. In his mono- 
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graph on the subject, Wangensteen con- 
tended that there are two approaches to 
the causal therapy of ileus, namely, suction 
treatment and operation. With regard to 
this opinion, some authors have cited the 
misuse of suction therapy. In the material 
of Becker the mortality rate of ileus of 
the small intestine was 11.8 per cent, 
whereas in a group of 58 cases character- 
ized by the previous “misuse” of suction 
therapy 38.4 per cent of the patients died. 
Bollinger and Fowler stated that conserva- 
tive suction therapy must not be con- 
tinued for more than twenty-four hours, 
after which time operation becomes im- 
perative, the mortality rate of operations 
done after a decompression lasting more 
than twenty-four hours being considerably 
increased. 

Suction therapy in this department was 
never considered “causal.” It has seemed 
to me and my co-workers that relief of dis- 
tention through suction eliminates the 
most important pathologic factor in ileus. 
The ultimate cause of the changes, how- 
ever, is not influenced. The ultimate cause 
persists even in those cases in which the 
suction occasionally results, by abolishing 
angle formation, in restitution of the 
passage. If, however, the hindrance of 
passage is due to an inflammatory factor, 
the inflammation may heal during suction 
therapy. 

In Table 1 the indications for suction 
therapy as a single procedure are enu- 
merated separately. They have been 
worded cautiously, with reservations. This 
method is imperative, the aim of ileus 
therapy invariably being the removal of 
the cause, without which the life of the 
patient may be seriously endangered. 

In cases of mechanical ileus, suction 
therapy alone is strictly contraindicated 
if the ileus is due to strangulation. In 
cases of simple ileus due to causes other 
than strangulation, an attempt may be 
made with suction. It is, however, often 
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extremely difficult to differentiate between 
these two types of ileus. Difficulties may 
arise from the fact that the characteristic 
symptoms of ileus occasionally disappear 
during suction. The problem of determin- 
ing operative indications, therefore, is to 
be decided before suction therapy is begun, 
the decision becoming more difficult when 
the suction has already been established. 
In this department, suction without opera- 
tion is done rarely, and with much pre- 
caution. In the majority of cases it is em- 
ployed as a preoperative procedure only. 


Otherwise, suction may be applied along 
in combination with other methods and 
with operation in all cases of ileus, if dis- 
tention is to be relieved. Even when stran- 
gulation indicates immediate surgical in- 
tervention it may be useful to introduce 
the Cantor tube into the stomach and as- 
pirate the gastric contents before opera- 
tion, since the apparatus is available in 
the operating room. This may be done by 
an assistant while preparations for the op- 
eration are being made, so that no time 
will be lost. In such cases one should not 
try to pass the balloon through the pylorus 
in the usual manner. Instead of this, the 
stomach should be exposed and the tube, 
well palpable through the gastric wall, 
passed into the duodenum. Then the in- 
testinal contents are, by gentle pressure, 
moved slowly upward into the duodenum, 
from which they are removed by the suc- 
tion. In this manner the intestine can be 
thoroughly evacuated without danger of 
infection, which, aside from other advan- 
tages, facilitates closure of the abdominal 
wound. This procedure was employed in 
14 cases, with very good results. After 
the operation, suction should be continued 
for some days, until postoperative paraly- 
sis of the intestines has disappeared and 
peristalsis has become normal. 

Generally, ileus due to carcinoma of the 
large intestine cannot be relieved by 
sounding the small intestine, the Bauhi- 
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TABLE 2.—Cases of Mechanical Ileus from 
Jan. 1, 1946 to Dec. 31, 1957 





Period before Period since 
introduction of the Cantor Tube 
No. of No. of 


ceases Died % cases Died % 





Mechanical ileus 
due to adhesions 
or other causes 86 11 80.5 161 35 21.7 





Excarcerated 
hernia 24. 6 26.0 189 17. 122 
Ileus due to carcinoma 
of the colon a. S Sia. “2B: ah BOR 
Total 78 21 28.7 828 68 19.2 





During the whole period: treated, 401; died, 84, 
i.e., 20.9%. 


nian valve forming an obstacle to evacua- 
tion of the engorged colon. In such cases 
the tube is employed only exceptionally, if 
distention of the small intestine due to the 
failure of the valve is present. Of course, 
the preparation of an artificial anus will 
not be rendered superfluous by the appli- 
cation of suction. I have had but 3 patients 
belonging to this. group. 

Table 2 shows that the lethality of ileus 
has decreased since the introduction of in- 
testinal sounding with the Cantor tube. 
Naturally, these results must not be at- 
tributed to the application of the tube 
only. Modern methods of blood transfu- 
sion and the abundant administration of 
antibiotic drugs may also have played a 
role. The fact that the lethality of excar- 
cerated hernia and carcinoma of the large 
intestine has also decreased may be evalu- 
ated in the same sense, i.e., with the quali- 
fication that suction therapy plays but a 
minor role in the treatment of these condi- 
tions. Generally speaking, the lethality of 
ileus in my own material is almost identi- 
cal with that observed by the majority of 
authors who have reported on unselected 
material since the advent of suction ther- 
apy (Wangensteen). 


2. Paralytic ileus is most frequently due 
to peritonitis. In the treatment of this 
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condition a considerable role is played by 
suction therapy. The therapy of severe 
general peritonitis has made great prog- 
ress during the past two decades. Intra- 
venous drop infusion and, later, transfu- 
sion therapy, have a prominent part in 
combating the shock due to peritonitis. 
Further progress has been made by the 
regulation of fluid and electrolyte balance. 
Directly after the adoption of these proce- 
dures, the course of peritonitis changed 
considerably; the facies hippocratica has 
disappeared, and rapid improvement of the 
general condition of the patient has been 
observed. 


Another great advance is due to the 
administration of sulfonamides and anti- 





Fig. 2.—Sound still in stomach; balloon contain- 
ing mercury has already passed by pylorus and 
carried initial part of tube into duodenum. In- 
jected opaque material is in stomach, because part 
of the tube still lying in stomach is supplied with 
openings. In this position of sound, suction will 
result in complete withdrawal of ingested fluid. 
After a short time, balloon will draw entire sec- 
tion supplied with openings of tube into duodenum. 
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biotics. Owing to these drugs, infection 
may be combated. At present the patients 
are given all these drugs and paralytic 
ileus, to which little attention was for- 
merly called, has become a predominating 
symptom. Today, patients do not succumb 
to the shock produced by peritonitis, and 
the administration of large quantities of 
antibiotics results, as has been observed 
at postmortem examination, in the fact 
that the peritonitis is mild; the serosa ex- 
hibits little change besides the loss of its 
lustre; fibrin is scanty, and the general 
anatomic picture is incomparably milder 
than that produced by severe peritonitis 
in the past. The predominating symptom 
is enormous distention of the bowels. It 
is for this reason that evacuation of the 
small intestine with the Cantor tube has 
become a weighty factor in the therapy of 
peritonitis. 

As is indicated by Table 1, intestinal 
sounding is never contraindicated in cases 
of paralytic ileus. There is, however, one 
fact to be mentioned. In association with 
the intestinal paralysis following peritoni- 
tis, mechanical ileus, too, may occasionally 
develop. In 1 of my patients perforation 
of the vermiform appendix was followed 
by severe peritonitis, which was treated 
by all the usual methods. When distention 
of the bowels occurred, suction was ap- 
plied. Though the suction was continued 
for a week, the distention recurred re- 
peatedly. Mechanical ileus was not sus- 
pected until the last days; it was not de- 
monstrable by roentgen examination, even 
with radiopaque material. The patient 
died on the tenth postoperative day. At 
necropsy, a false ligament causing stran- 
gulation of the ileum and mechanical ileus 
was observed in the site of the removed 
appendix. In this case the failure of suc- 
tion therapy should have led me to as- 
sume that mechanical ileus was present 
as early as on the third or fourth day. It 
has become a principle since then that the 
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Fig. 3—Large air cap above mercury. Balloon 
has been inflated and must be removed. 


failure of suction therapy after the fourth 
day may be a sign of simultaneous me- 
chanical ileus. 

There being no basis for comparison, 
the statistical data listed in the tables 
allow few conclusions to be made as to the 
value of suction therapy. The mortality 
rate in this material was 28.2 per cent. 
On the other hand, the application of suc- 
tion invariably brought about great relief, 
amelioration of the pulse and alleviation 
of the dyspnea in all patients treated. 


The case of 1 of my patients, operated 
on for perforating appendicitis and severe 
peritonitis, may be regarded as charac- 
teristic. After operation, the pattern of 
severe peritonitis developed. Despite the 
abundant administration of penicillin, 
streptomycin, sulfathiazole, transfusions 
and infusions, as well as other drugs, dis- 
tention appeared, and a Cantor tube was 
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Fig. 4.—Inflated balloon. 


applied. After four days, the condition of 
the patient became much better, and both 
suction and drug administration were dis- 
continued. Two days later an attack of 
coughing resulted in dehiscence of the 
wound, and several intestinal loops were 
prolapsed. This event was not observed 
before the next morning, because the pa- 
tient remained silent and the nurse had no 
reason to look after a patient who did not 
complain. The cleansing of the polluted 
intestines by that time was rather difficult. 
They have, nevertheless, been reduced. In 
the following days severe peritonitis and 
paralytic ileus occurred. Suction and all 
other forms of peritonitis therapy were 
applied, and it was possible to save the 
patient in five days. On both occasions 
distention was a predominating symptom, 
and the patient would undoubtedly have 
died if the Cantor tube had not been em- 
ployed. 


Although suction therapy represents 
great progress in the treatment of ileus, 
its improper administration may be fol- 
lowed by severe damage (Table 4). 

1. First, in cases of acute abdominal 
catastrophe, all examinations needed for 
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the diagnosis, or at least for an adequate 
decision as to treatment, should be per- 
formed. After all diagnostic means have 
been employed, and the problem of opera- 
tive indication has been solved, suction 
therapy may be started. Otherwise the 
morbid picture can be obscured by the im- 





TABLE 3.—Patients Treated with a Cantor Tube 














No. of 
Patients Died % 
Mechanical ileus due to 
adhesions or other causes 53 12 22.6 
Excarcerated hernia 5 4 
Carcinoma of colon 3 1 
Peritonitis 39 11 28.2 
Pancreatitis 2 1 
Mesenteric thrombosis 1 1 
Total 103 82 31.0 








TABLE 4.—Erroneous Applications 
of Suction Therapy 





1. Suction is applied prior to the decision to 
operate. Sequel: Apparent improvement, fatal de- 
lay of operation. 

2. Failure of suction in cases of paralytic ileus 
after 3 or 4 days, and, despite this, suction is 
continued. Sequel: Associated mechanical ileus 
remains unrecognized. 

3. A worn-out or an improperly equipped sound 
is employed. Sequel: Tearing of the balloon or 
the tube; escape of mercury with the former. 

4. Insufficient medical or nursing control. Se- 
quel: The cessation of suction is not perceived 
when the tube is engorged, the suction apparatus 
does not function, a knot has formed on the tube 
or the tube has been withdrawn by a restless 
patient; the fluid balance has not been recorded, 
because of which the administration of the ade- 
quate drugs does not take place; the tube has not 
been moved to and fro to prevent decubitus; ob- 
servation is inaccurate, decubitus or other com- 
plications remaining unrecognized. 

5. Systematic roentgen examination is missed. 
Sequel: Overinflation of the balloon remains un- 
perceived; removal of the balloon becomes impos- 
sible; the site of the tube and the degree of 
decompression are not correctly observed. 
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mediate effect of suction, as can the picture 
of peritonitis by morphine. 


2. Paralytic ileus is, as a rule, the sequel 
of peritonitis due to a known cause, or of 
an operation. As has been mentioned, me- 
chanical obstruction may also be present 
in such cases in a hardly recognizable 
form. If suction proves useless after some 
days, the occasional mechanical factor 
should be sought by injection of an opaque 
solution, and laparotomy should, if neces- 
sary, be carried out. Frequently in cases 
of this kind, an adhesion will be found 
which has led to engorgement by causing 
angulation of the distended bowel. 


3. The third danger of suction therapy 
results from a fault in the sound. It can 
be prevented in most cases by using a 
newly prepared sound of good quality; in 
this way, breaking of the sound or the 
rubber sac may be prevented. Note that 
the latter, followed by passage of the mer- 
cury into the bowels, does no harm. 

Earlier, mercury was not infrequently 
administered as a laxative drug. 


4. Complications may ensue if the pa- 
tient under suction therapy is not con- 
tinuously controlled. A nurse experienced 
in suction therapy should constantly ob- 
serve the patient, and a physician with 
special knowledge of this therapy should 
look after him every hour. At times, the 
tube is to be controlled by injecting some 
fluid through it, because it may become 
obturated. It should be kept in mind that 
the tube may give rise to a pressure sore, 
from which epistaxis, sinusitis, otitis, 
edema of the larynx or gastrointestinal 
bleeding may result (Lichtenstein). For- 
tunately, these complications occur very 
rarely; their significance is rather theo- 
retical. In our material, decubitus in the 
esophagus was revealed at necropsy in 1 
case only, though the sound was several 
times allowed to remain in place for a 
longer period. In 1 case sounding was 
continued, with short interruptions, for 
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fifty-six days. In order to prevent decubi- 
tus, the tube should be moved to and fro 
at certain intervals, so that different areas 
of the mucosa will come into touch with 
it. If changes pointing to one of the afore- 
mentioned complications are observed, the 
tube should be removed immediately. 


5. The patient undergoing aspiration 
treatment should be examined daily with 
roentgen rays. Roentgen examinations re- 
veal the progress of the tube and show the 
degree of decompression. An air cap seen 
above the mercury is a sign that the bal- 
loon has become inflated (Fig. 3). Cantor 
has stated that diffusible gases may, under 
certain conditions, more readily enter into 
the balloon than stream from within out- 
ward. In this way, the balloon may be- 
come greatly inflated (Fig. 4). If this 
occurs, the tube should be immediately re- 
moved, since its removal later becomes 
impossible. In a case reported elsewhere 
the tube could not be removed without 
laparotomy. Fortunately, inflation of the 
balloon is a rare incident. It has occurred 
in 5 of my cases. When the inflation was 
observed, the tube was withdrawn with 
ease. If suction is still needed, another 
tube should be introduced. 

Suction was not applied in our depart- 
ment except for severe conditions. The 
proper application of the procedure de- 
mands much work and endurance, as well 
as great attention, for many days. Never- 
theless it deserves this labor, since by its 
application many patients have been saved 
who would have been lost without it. 


SUMMARY 


The indications for suction therapy and 
the results obtained in seven years are 
summarized. Suction therapy is considered 
a symptomatic treatment combating dis- 
tention, with no claim that it corrects the 
cause of ileus. Its application without 
operation, therefore, should not take place 
except in rare cases and with much pre- 
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caution. It may, however, be applied to all 
patients with ileus, together with the 
proper operation and other procedures. In 
cases of ileus due to strangulation, the 
sound should, if distention is present and 
immediate operation is imperative, be in- 
troduced into the stomach before the oper- 
ation. It need not be forwarded beyond 
the pylorus until this can be done by direct 
manipulation through the laparotomy 
opening. In this manner the bowel can be 
evacuated during the operation, which 
makes it possible to close the abdominal 
wound with ease. Much success has been 
attained by suction in cases of paralytic 
ileus due to peritonitis. Finally, the mis- 
use of the Cantor tube is dealt with, and 
the methods of preventing complications 
are pointed out. 


ZUSAM MENFASSUNG 


Die Indikationen zur Anwendung der 
Magenabsaugung und die innerhalb von 
sieben Jahren damit erzielten Ergebnisse 
werden zusammengefasst. Die Saugthera- 
pie wird als symptomatische Behandlung 
zur Bekimpfung der Auftreibung des Dar- 
mes angesehen und erhebt keinen An- 
spruch auf Ausschaltung der Ursahce des 
Darmverschlusses. Ohne Operation sollte 
die Saugbehandlung daher nur in seltenen 
Ausnahmefallen und mit grosser Vorsicht 
angewandt werden. In Gemeinschaft mit 
dem geeigneten operativen Eingriff und 
anderen Massnahmen ist sie jedoch bei 
allen Kranken mit Darmverschluss aus- 
fiihrbar. Bei durch Einklemmung hervor- 
gerufenen Darmverschliissen sollte die 
Sonde, wenn Auftreibung des Darmes vor- 
liegt und unverziigliches operatives Ein- 
greifen notwendig ist, vor der Operation 
in den Magen eingefiihrt werden. Es ist 
nicht nétig, die Sonde iiber den Pylorus 
hinaus vorzuschieben, bis dies durch di- 
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rekte Manipulation im erdéffneten Bauch 
ausgefiihrt werden kann. Auf diese Weise 
lassen sich die Darme wihrend der Opera- 
tion entleeren, was ein leichtes Schliessen 
der Bauchwunde erméglicht. Gute Erfolge 
sind mit der Saugtherapie in Fallen von 
paralytischem Ileus bei Bauchfellentziin- 
dung erzielt worden. Schliesslich wird der 
Missbrauch des Cantorschen Schlauches 
erortert, und Massnahmen zur Verhiitung 
von Komplikationen werden angegeben. 


RIASSUNTO 


Vengono riassunti i risultati della tera- 
pia di aspirazione; questa deve essere con- 
siderata come un trattamento sintomatico 
per combattere la distensione addominale, 
senza pretendere che essa possa modificare 
la causa dell’occlusione, per questa ragione 
essa non deve mai essere impiegata, tranne 
in rari casi e con molta prudenza, se poi 
non si ricorre all’intervento chirurgico. 
Trova, dunque, indicazione in tutti i casi 
di ileo, associata all’intervento adatto e 
agli altri metodi di cura. 

Nell’ileo da strozzamento con disten- 
sione e indicazione all’intervento d’ur- 
genza, la sonda deve essere introdotta 
nello stomaco prima dell’intervento, senza 
bisogno di farla procedere oltre il piloro 
perché cid si pud ottenere al bisogno pit 
facilmente con manipolazioni intraopera- 
torie. L’intestino potra cosi essere svuotato 
durante l’intervento e cid rendera pit fa- 
cile la chiusura delle pareti. 

I risultati migliori si ottengono nell’ileo 
paralitico da peritonite. 

Viene descritto il tubo di Cantor e i 
mezzi per evitare le complicazioni even- 
tuali. 

RESUMEN 


Se resumen en este trabajo las indica- 
ciones y los resultados obtenidos en varios 
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afios con la aspiracién terapéutica. La as- 
piracién es considerada como un tratami- 
ento sintomatico contra la distensién sin 
pretender que ello combata la causa del 
ilens. 

Su fijacién, pues, sin operacién solo debe 
llevarse a cabo excepcionalmente y con 
muchas precauciones. Puede asi ser apli- 
cada a todos los enfermos en oclusién 
asociandola a la cirugia o a otros procedi- 
mientos. En los casos de ilens por extran- 
gulacién, si hay distension y la operacién 
es imperativa, debe coloc arse la sonda en 
el est6mago antes del acto quirtirgico. No 
es precisco intentar que pase mas alla del 
piloro ya que esto puede hacerse facilmente 
por manipulaciones a través de la lapa- 
rotomia. De esta manera pueden evacuarse 
las asas durante la operacién lo que per- 
mite poder cerrar facilmente la herida 
operatoria. Se han obtenido muchos éxitos 
en los casos de ilens paralitico por peri- 
tonitis. Finalmente se estudia el empleo 
equivocado del tubo de Cantor y la pre- 
vencién de las complicaciones. 


RESUME 


Les indications de la thérapeutique de 
succion et les résultats obtenus en 7 ans 
sont résumés. Cette thérapeutique est con- 
sidérée comme un traitement symptoma- 
tique de la distension, sans pour autant 
remédier a la cause de l’iléus. C’est pour- 
quoi son application devrait étre évitée en 
labsence d’une opération, sauf dans de 
rares cas et avec une trés grande pru- 
dence. Elle peut cependant étre utile chez 
tous les malades atteints d’iléus, associée 
a l’opération qui s’impose. Lors d’iléus par 
étranglement la sonde devrait étre intro- 
duite dans |’estomac avant l’opération en 
cas de distension et lorsqu’il y a urgence 
opératoire. I] n’est pas nécessaire de 
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l’amener au-dela du pylore avant la lapa- 
rotomie. Les intestins peuvent ainsi étre 
évacués durant |’opération, ce qui permet 
une fermenture aisée de la plaie abdomi- 
nale. D’excellents résultats ont été obtenus 
grace a la méthode de succion dans les cas 
d’iléus paralytique par péritonite. L’auteur 
discute enfin les mauvaises utilisations du 
tube de Cantor, puis il indique les méth- 
odes propres a éviter les complications. 


SUMARIO 


Apresenta um sumario dos resultados 
obtidos pela succao durante sete anos. Diz 
que a terapeutica por succéo e considerado 
um tratamento sintomatico para adisten- 
sao abdominal sem atingir a causa pode 
corrigi-la. Sem o posoperatorio suas apli- 
cacgdes sdo perigosas e devem ser feitas 
com extremo cuidado. Nos pacientes cirur- 
gicos porem deve e pode ser sempre apli- 
cada. Nos casos de ileo por estrangula- 
mento pode ser feita por sonda intragas- 
trica no preoperatorio. Nao deve ser levada 
alem do piloro de onde pode progredir por 
manipulacao direta durante a laparotomia ; 
dessa forma os intestinos podem ser eva- 
cuados durante a operacaéo o que facilita a 
sutura parietal. Muitos sucessos tem sido 
conseguidos nos casos de ileo paralitico 
durante as peritonites: finalmente diz 
como o uso incorreto do cateter de Cantor 
pode ser evitado e os metodos preventivos 
de suas complicacées. 
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The Morning Toilet, by Pieter deHoogh. This unusual picture was painted in the 
seventeenth century. It is in the Amsterdam State Museum and is a good example 
of the work of this master of interior paintings, distinguished by their lighting 
effects. The brilliant sunshine pours in through the open window and lights the 
floors and walls. As a work of medical interest it is conspicuous in representing the 
cleanliness and hygenic habits of the Dutch. The mother is seen inspecting the 
kneeling child’s head for pediculi, (Reproduced by courtesy of the Rijksmuseum, 
Amsterdam, The Netherlands.) 
—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 
F.I.C.S. (Hon.) 
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Five Years of Conservative Treatment of 


Acute Appendicitis 


ERIC COLDREY, M.D., F.R.C.S.* 


ROTHERHAM, ENGLAND 


HE purpose of this study is to show 
[nat acute appendicitis can, with 

modern methods and technic, be 
safely treated conservatively. 

In the years preceding 1953 most pa- 
tients with acute appendicitis and abscess 
formation were treated conservatively in 
my surgical clinic at the Rotherham Hos- 
pital. 

The results were so satisfactory that, 
with the advent of a wider range of anti- 
biotics, further patients with acute appen- 
dicitis, without abscess formation, were 
treated conservatively. 


*Consultant Surgeon, Rotherham Hospital. 
Submitted for publication Nov. 12, 1958. 





A description is given of a five- 
year study showing that, in a hospi- 
tal surgical clinic, acute appendicitis 
can be safely and satisfactorily 
treated by conservative measures. 

Four hundred and seventy-one 
cases of acute appendicitis were 
treated conservatively, with 1 death, 
that of a man aged 78 who was a 
very poor surgical risk. 

The Editorial Board of the Journal 
is aware that the author's theme 
may arouse controversy. In line with 
our policy of a fair hearing for all, 
however, we publish his article ob- 
jectively, neither affirming nor deny- 
ing the validity of his hypothesis. 
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The five years under review were 1953, 
1954, 1955, 1956 and 1957 and fell into 
into three phases. The first phase covered 
1953, 1954 and 1955, during which time 
all patients with acute appendicitis of 
longer than twenty-four hours’ duration, 
admitted under me, were treated con- 
servatively. 

The second phase was 1956, during 
which year all patients with acute appen- 
dicitis admitted under me were treated 
conservatively. In any case of acute ap- 
pendicitis in which the disease recurred 
after conservative treatment, appendec- 
tomy was performed. All patients were 
advised to have an interval appendectomy. 

The third phase was 1957, during which 
year all patients with acute appendicitis 
admitted under me were treated conserva- 
tively. In any case of recurrence of acute 
appendicitis after conservative treatment, 
appendectomy was done. No interval ap- 
pendectomy was done except at the request 
of the patient, the patient’s parents or the 
family doctor. 

Treatment.—The treatment given is rest 
in bed in any position the patient found 
comfortable; nothing of any description 
administered by mouth except water, 
which is given freely; six-hourly injec- 
tions of penicillin, 250,000 units, and 
streptomycin, 0.5 Gm. In cases of severe 
involvement, chloramphenicol, terramycin 
or other antibiotics may be given as well. 
Pain is relieved by Pethedine and/or mor- 
phine, but usually little is needed after 
the first twenty-four hours. If vomiting 
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is at all marked, gastric suction through 
a Ryle’s tube is instituted; an intravenous 
drip is set up, and the total fluid intake 
and output are carefully balanced daily. 


When the pain and sickness have sub- 
sided and the temperature and pulse have 
fallen, dextrose, milk and other fluids are 
given by mouth, and there is a gradual 
return to normal diet, varying in time 
according to the severity of the attack. 
No purgatives or enemas are given. Liquid 
petrolatum, 14 ounce night and morning, 
is given by mouth. As the condition sub- 
sides a glycerin suppository is used if 
necessary. 

In cases of appendiceal abscess the same 
treatment is given, and usually resolution 
occurs. If this does not happen, a waiting 
policy is adopted until the abscess either 
comes up to the abdominal wall or can 
be palpated as a bulge in the pelvis. In the 
former case, when the percussion note is 
dull, the patient is placed under general 
anesthesia and a wide-bore needle is 
passed through the abdominal wall until 
pus can be aspirated. A stab incision is 
made with a scalpel along the needle; a 
large artery forceps is used to enlarge the 
stab; the pus is evacuated, and a small 
drainage tube is inserted. In my opinion 
it is a mistake to do a formal gridiron 
operation and open up the muscle and 
fascial planes. In last mentioned cases, the 
patient, under general anesthesia, is placed 
in the lithotomy position, the sphincter ani 
is dilated and the abscess is opened with 
a sharp-pointed sinus forceps at the point 
of fluctuation. No drainage is necessary. 


Results (Phase 1).—In the years 1953, 
1954, 1955, 1387 patients with acute appen- 
dicitis of more than twenty-four hours’ 
duration were treated conservatively, and 
only 1 died. This was a man aged 78 who 
was admitted with circulatory failure, 
edema of his legs and acute appendicitis. 
With conservative treatment the appen- 
dicitis settled down, pain and vomiting 
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ceased, the temperature and pulse rate 
fell to normal and the tenderness, rigidity 
and distention disappeared. On the seven- 
teenth day after admission, however, he 
began to get “‘chesty” and rapidly deteri- 
orated, and on the nineteenth day he died 
of bronchopneumonia. 

During these years, 609 appendectomies 
were performed for acute appendicitis of 
less than twenty-four hours’ duration, for 
recurrent or chronic appendicitis, or dur- 
ing the course of operation for other con- 
ditions. 

In 5 cases of appendiceal abscess, drain- 
age was required. There were no deaths in 
those cases in which operation was per- 
formed. 

Phase 2: During the year 1956, 163 pa- 
tients with acute appendicitis were treated 
conservatively, and the mortality rate was 
nil. 

Acute appendicitis recurring after con- 
servative treatment was treated by ap- 
pendectomy, and 22 such appendectomies 
were performed. 


All patients were advised to undergo an 
interval appendectomy three or four 
months later, though many did not avail 
themselves of this advice. Forty-three in- 
terval appendectomies were performed. 

During the year there were 14 cases of 
appendiceal abscess, in all but 2 of which 
the abscess settled down with conservative 
treatment. In 1 of the 2 patients in the 
exceptional cases it was opened per rec- 
tum and in the other through the ab- 
dominal wall. 

During 1956 no patient with acute ap- 
pendicitis, treated conservatively or by 
operation, died. 

Phase 3: During the year 1957, 171 pa- 
tients with acute appendicitis were treated 
conservatively, and the mortality rate was 
nil. In any case of acute appendicitis re- 
curring after conservative treatment, ap- 
pendectomy was done, and 26 such appen- 
dectomies were performed. 
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Interval appendectomies (9 were per- 
formed) were done only at the request of 
the patient, his relatives or the family 
doctor. During 1957 there were 10 cases 
of appendiceal abscess, all of which settled 
down with conservative treatment except 
2. Both were opened through the abdomi- 
nal wall. 


During 1957 no patient with acute ap- 
pendicitis, treated conservatively or by op- 
eration, died. 


Total. — During the years 1953-1957, 
471 patients with acute appendicitis were 
treated conservatively and there was only 
1 death, that of the frail old man aged 78, 
previously mentioned. 


There were no deaths among the patients 
who underwent appendectomy. 


Further Considerations.—If, after care- 
ful thought, there is any serious doubt as 
to the diagnosis, and it is considered pos- 
sible that the acute abdominal condition 
may be due to something other than acute 
appendicitis, operative treatment should 
be undertaken. During this study there 
were 3 such cases of doubt, in which 
operation was performed, but in each case 
the trouble was in the appendix. This 
provision is important, nevertheless, to 
insure that the conservative treatment of 
appendicitis shall not lead to an erroneous 
diagnosis and wrong treatment of less 
common acute abdominal emergencies, 
such as twisted ovarian cysts. 


During the course of conservative treat- 
ment of severe appendicitis one sometimes 
notes distention of the abdomen, with 
dilated loops of small intestine, on a 
straight roentgen film. This is usually of 
a paralytic type and settles with treat- 
ment, but it is important to realize that 
mechanical obstruction with colicky pains 
and peristaltic waves, can develop during 
an attack of acute appendicitis, and that 
this necessitates operation. Two such cases 
were encountered during this study, and it 
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is important that the condition be borne 
in mind, uncommon though it is. 

If an appendiceal abscess fails to resolve 
with conservative treatment, and this does 
not happen usually with modern technic 
unless treatment is unduly delayed, it is 
necessary to drain it. 

Thus there were four reasons for oper- 
ative intervention in this study: 

1. The patient or the doctor preferred 
operation. 

2. There was some doubt about the di- 
agnosis. 

3. Mechanical obstruction supervened. 

4. An appendiceal abscess failed to re- 
solve. 

Apart from the aforementioned cases, 
all patients with acute appendicitis are 
taken on for conservative treatment with- 
out selection, some early, some late; some 
with mild, some with severe and some 
with extremely severe disease. 

In most cases the condition settles down 
and resolves quite quickly—in a few days 
—and this applies particularly if the pa- 
tient is admitted for treatment within the 
first twenty-four hours. 

In cases of more advanced disease the 
resolution takes longer, and if an abscess 
is present it may take a month to subside 
fully. If the abscess fails to resolve and 
requires drainage it may take even longer. 
It is highly important to start treatment 
early. 

The age of the patient has no bearing 
on the treatment. I have had many old 
and many young patients, including three 
infants who were extremely ill with peri- 
tonitis but who recovered, after giving all 
concerned rather a worrying and anxious 
time. 


Advantages of Conservative Treatment. 
—Perhaps the most important advantages 
are the low mortality and morbidity rates. 

Confidence in conservative treatment 
permits observation and time for investi- 
gation and consultation. This automat- 
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ically leads to fewer mistakes in diagnosis 
and treatment. There are many conditions 
complicating acute appendicitis that may 
make conservative treatment and post- 
ponement of operation desirable. The win- 
ning of time to stabilize a diabetic patient, 
time for a failing heart to compensate, 
time for a pregnancy to continue to term, 
time for an attack of influenza to pass 
over, etc., may have fundamental and vital 
importance. 

The winning of time for less vital mat- 
ters, such as the reduction of gross obesity, 
the improvement of chronic bronchitis or 
even the postponement of operation for 
climatic reasons, may be important. 

If an appendectomy is to be done, it is 
better done during a quiescent period; 
this minimizes the postoperative risks, 
such as suppuration in the abdominal 
wound, and later complications, such as 
ventral hernia, adhesions and mechanical 
obstructions. 

The advantage most appreciated by the 
patient is the avoidance of a surgical oper- 
ation. Most patients fear and dislike sur- 
gical operations and are grateful if they 
can be restored to normal by conservative 
treatment. 


Disadvantages of Conservative Treat- 
ment.—Perhaps the most important dis- 
advantage is the difficulty of diagnosis. In 
most cases, a clear-cut diagnosis can be 
made and no difficulty exists. 

If there is an acute abdominal emer- 
gency and there is reasonable doubt as to 
the diagnosis, and if one’s impression is 
that the patient’s life may be in jeopardy, 
then a laparotomy should be done. It 
should be emphasized, however, that this 
does not often occur. 

A lump in the right iliac fossa may be 
diagnosed wrongly as an appendiceal ab- 
scess when some other condition is present, 
e.g., carcinoma of the cecum, Crohn’s dis- 
ease, etc. Careful observation, investiga- 
tion and follow-up should minimize the 
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risks of this pitfall. Again, however, the 
chief safeguard should be a laparotomy if 
there is any serious doubt as to the diag- 
nosis. 

The argument has been raised that if 
an appendix is inflamed it will eventually 
have to come out anyway, so why not get 
on with it and remove it at once? In my 
opinion there are two answers to this. 
I have followed up many patients for 
many years, and a large number of them 
have had no recurrence and seem to be 
cured. This seems to apply particularly to 
those who had severe appendicitis, in 
whose cases the appendix shrivels up and 
withers. 

The second answer is that, even if the 
disease should recur, the recurrence also 
can be treated conservatively. Perhaps 
the second attack may be the last. In 1958 
I am treating all my patients with acute 
appendicitis conservatively; I am not do- 
ing appendectomies for recurrent appen- 
dicitis, unless requested by the patient or 
the doctor. 

Clearly, if a patient has repeated at- 
tacks of appendicitis, then appendectomy 
is indicated. 

There is one important qualification that 
I apply in this treatment. If the patient 
has had appendicitis and is going away 
from civilization, or even away from good 
surgical amenities, he should undergo an 
appendectomy. 

Another disadvantage may be in the 
economic field. In a work of this sort, how- 
ever, the ultimate aim is the good of the 
patient, and undue weight should not be 
given to economic considerations. 

A patient with acute appendicitis taken 
early and treated conservatively can nearly 
always be restored to normal as quickly 
as by operation, if not more quickly. The 
period of convalescence is less and the re- 
turn to work is quicker. 

Those with severe appendicitis, taken 
late, can be difficult and troublesome after 
operation, and it is doubtful whether res- 
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toration to normal is quicker by operation 
than by conservation. 

It is in the cases of recurrent appendi- 
citis that there is an economic loss of the 
patient’s time and of hospital bed space. 
In these cases I now continue to give con- 
servation treatment unless operation is 
requested by the patient or his doctor. 


SUMMARY 


A description is given of a five-year 
study showing that, in a hospital surgical 
clinic, acute appendicitis can be safely and 
satisfactorily treated by conservative 
measures. 

Four hundred and seventy-one cases of 
acute appendicitis were treated conserva- 
tively, with 1 death, that of a man aged 78 
who was a very poor surgical risk. 

Within the present generation, with 
modern treatment and technic and the 
assistance of antibiotics, many infections, 
both general and local, are being con- 
quered. This applies alike to medical and 
surgical conditions. 

Within the abdomen, acute cholecystitis 
and acute salpingitis are amenable to con- 
servative treatment, which is now accepted 
as routine by most surgeons. 

It is the purpose of this paper to show 
that acute appendicitis is amenable to con- 
servative treatment; that conservative 
treatment may save the patient from an 
appendectomy; that if an appendectomy 
has to be done, it should be done in the 
quiescent interval. 

In the long run it is perhaps a question 
of the patient’s ability to overcome the 
virulence of the microorganisms. Surgical 
intervention in cases of severe involvement 
would otherwise be perilous indeed, and 
it is in this respect that the antibiotics 
have tipped the scales in the patient’s 
favor, and rendered the conservative treat- 
ment of acute appendicitis safe. 

Author’s Note: I acknowledge with gratitude 


the help I have received from my Surgical Regis- 
trars and my nursing staff, without whose help, 
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skill and co-operation, this work would not have 
been possible. 


RIASSUNTO 


Dopo 5 anni di osservazioni viene data 
la dimostrazione che in un reparto chirur- 
gico l’appendicite acuta pud essere benis- 
simo trattata in maniera conservativa. 

In tal modo sono stati trattati 471 casi, 
con un solo decesso (un uomo di 78 anni 
in pessime condizioni) . 

Molte infezioni sono state dominate in 
questi ultimi anni dalle moderne tecniche 
dell’assisitenza con antibiotici, e cid tanto 
nel campo medico che in quello chirurgico. 
La colecistite acuta e le salpingiti acute 
possono essere comprese fra le malattie 
da trattare conservativamente, e cid é gia 
in atto per molti chirurghi. 

Scopo di questa nota é quello di dimos- 
trare che anche |’appendicite acuta rientra 
in questo gruppo, che la cura medica pud 
salvare i malati, che se si deve fare |’ap- 
pendicectomia, é meglio farla a freddo. 

Probabilmente il problema é se il malato 
ha la capacita di opporsi alla virulenza dei 
germi; l’intervento chirurgico, pertanto, 
pud essere pericoloso, e sotto questo as- 
petto gli antibiotici, invece, si dimostrano 
del massimo vantaggio. 


RESUMEN 


En este articulo se hace referencia a un 
estudio a lo largo de 5 afios en un hospital 
quirurgico, demostrando que la apendicitis 
aguda puede ser curada segura y satisfac- 
toriamente con el tratamiento conservador. 

Cuatrocientos setenta y un casos fueron 
sometidos al tratamiento médico, muri- 
endo solamente un anciano de 78 anos que 
ya venia en muy malas condiciones. 

Durante la ultima generacién, con la 
aplicacién adecuada de la técnica y la asis- 
tencia de los antibidéticos se ha logrado 
dominar muchas infecciones. Esto se re- 
fiere tanto a las enfermedades médicas 
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como a las quirtirgicas. En el abdémen las 
colecistitis y las salpingitis agudas son hoy 
fustificables de tratamiento médico lo que 
ya es aceptado hoy como rutina por muchos 
cirujanos. El propdésito de este trabajo es 
mostrar cémo la apendicitis debe ser cu- 
rada por métodos incruentos que libran al 
enfermo de la apendicentomia, que puede 
dejarse para ser practicada en frio. 

En la carrera para vencer la enfor- 
medad la cuestién es la facilidad del en- 
fermo para vencer la virulencia de los 
microorganismos. La intervencién quirtr- 
gica en los casos graves puede ser muy 
peligrosa y es en este punto en el que los 
antibiéticos han ayudado a inclinar la 
balanza del lado del enfermo haciendo mas 
seguro el tratamiento conservador. 


SUMARIO 


O trabalho é uma descripcao completa a 
base de um esudo de cincoanos no mate- 
rial da clinica cirurgica do hospital em que 
se comprova que a apendicite aguda pode 
ser tratada segura e satisfatoriamente 
pelos metodos conservadores. 

Quatrocentos e cincoente e um casos 
foram tratados conservadoramente com 
apenas u’a morte ocorrida em um homen 
de 78 anos que foi admitido em condicdes 
muito precarias. 

Durante esta ultima geracao muitos 
casos de infeccoes gerais e locais pela ad- 
ministracéo de antibioticos e a tecnica 
moderna tem sido tratados com sucesso. 
Esta conduta tem tido aplicagéo medica e 
cirurgica. A colecistite aguda e a sal- 
pingite aguda sao trataveis conservadora- 
mente, conduta hoje rotineira em muitos 
servicos cirurgicos. 

Esta trabalho demonstra bem de como 
a apendicite aguda poder ser tratada sem 
operacao e que essa conduta pode salvar o 
paciente de uma apendicectomia e que, se 
essa operacao tiver que ser feita podera 
ser realizada no periodo de acalmia. 

Durante a evolucao tardia tudo depende 
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da capacidade do individuo em vencer a 
virulencia dos microorganismos. Por outro 
lado a intervencéo cirurgica em alguns 
casos podera ser muito perigosa e e nestes 
casos em que a antibioticoterapia torna o 
tratamento conservador de escolha como o 
metodo mais seguro. 


ZUSAM MENFASSUNG 


Es wird iiber eine fiinfjahrige Unter- 
suchung berichtet, die den Nachweis lie- 
fert, dass die akute Blinddarmentziindung 
in einer chirurgischen Krankenhausab- 
teilung sicher und zufriedenstellend mit 
konservativen Massnahmen behandelt wer- 
den kann. 

Unter 471 konservativ behandelten Fal- 
len von akuter Blinddarmentziindung kam 
nur ein Todesfall vor, wobei es sich um 
einen 78 jahrigen Mann in sehr schlech- 
tem Zustand fiir einen chirurgischen Ein- 
griff handelte. 

Wahrend des Lebens unserer Genera- 
tion ist es gelungen, mit moderner Behand- 
lung und Technik und mit Hilfe der Anti- 
biotika vieler allgemeiner und Ortlicher 
Infektionen Herr zu werden. Dies trifft 
sowohl fiir medizinische als auch fiir chi- 
rurgische Erkrankungen zu. 

Unter den Bauchzustaénden sind die 
akute Gallenblasenentziindung und die 
akute Eileiterentziindung konservativer 
Behandlung zuganglich, die jetzt, von den 
meisten Chirurgen als das routinemiassige 
Verfahren angenommen wird. 

Die vorliegende Arbeit beabsichtigt 
nachzuweisen, dass sich die akute Blind- 
darmentziindung konservativ behandeln 
lasst, dass auf diese Weise dem Kranken 
eine Blinddarmresektion erspart werden 
kann, und dass eine Appendektomie, falls 
sie ausgefiihrt werden muss, im anfalls- 
freien Intervall vorgenommen werden 
sollte. 

Letzten Endes kommt es wohl auf die 
Frage hinaus, ob der Patient imstande ist, 
der Virulenz des Krankheitserregers Herr 








VUL. 32, NO. 3 


zu werden. In schweren Fallen kann ein 
chirurgischer Eingriff zweifellos gefahr- 
lich sein, und in solchen Situationen haben 
sich die Antibiotika als wohltatig fiir den 
Patienten erwiesen und die konservative 
Behandlung der akuten Appendizitis als 
ein sicheres Verfahren etabliert. 


RESUME 


L’auteur décrit une étude ayant porté 
sur cing ans et montrant que dans une 
clinique chirurgicale l’appendicite aigué 
peut étre traitée sans danger et de facon 
satisfaisante par des mesures conserva- 
trices. 

471 cas d’appendicite aigué ont été ainsi 
soignés avec un seul décés, celui d’un 
homme de 78 ans dont |’état comportait un 
risque chirurgical élevé. 

Les traitements et les techniques mod- 
ernes, les antibiotiques, permettent de 
guérir nombre d’infections aussi bien gén- 
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érales que locales, médicales que chirurgi- 
cales, qui, avant cette époque, auraient été 
fatales. 

En ce qui concerne la cavité abdominale, 
la cholécystite aigué et la salpingite aigué 
sont justiciables du traitement conserva- 
teur, actuellement couramment appliqué 
par la plupart des chirurgiens. 

Le but de l’auteur est de démontrer que 
lappendicite aigué réagit favorablement 
au traitement conservateur qui permet 
d’éviter l’appendicectomie; si une appen- 
dicectomie s’impose malgré tout, elle doit 
étre pratiquée a froid entre deux crises 
aigués. 

Il s’agit en fin de compte peut-étre du 
pouvoir de résistance individuel a la 
virulence des micro-organismes. Une in- 
tervention chirurgicale est certainement 
périlleuse dans les cas graves, et c’est 1a 
qu’interviennent les antibiotiques faisant 
du traitement conservateur de l’appendi- 
cite aigué un traitement sans risque. 


The ancient Greek sufferer usually repaired to one of the temples of Aesculapius, 
the god of healing, where the priest kindled his imagination and his hopes by 
reciting the deeds of Aesculapius and all the wonderful cures he had effected. The 
patient was then purified by a bath in the mineral springs and, after the sacrifice 
of a cock before the image of the god, was taken into the sanctuary of the temple, 
where the special rite of temple sleep took place. The patient was given a sleeping- 
potion which caused him to sleep soundly, and usually to have vivid dreams. On 
awakening on the morrow, he told his dream to the physician priest, who gravely 
interpreted it and prescribed a course of treatment to cure his particular disease. 
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NUMBER of studies of arterial sub- 


A stitutes transplanted into human and 
animal aortas has been reported.! 


Homografts and synthetic plastic tubes, 
such as nylon,? Vinyon-N, Teflon,*? Dacron+ 
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The authors report an experimen- 
tal study in which tubes of silicone 
rubber, a water-repellent and biologi- 
cally inert material, was substituted 
for certain segments of the aorta in 
a series of 13 dogs. Their procedure 
and its results are described, and 
two complications—thrombosis at the 
suture lines and hemorrhage through 
the fabric—are discussed. Of the 
thirteen grafts, eight remained pat- 
ent and the others became ob- 
structed. It is suggested that, if sili- 
cone rubber can be improved by 
increasing its resistance to traction, 
it may become a promising material 
for such prostheses. 
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and Orlon® have been tried and have 
proved successful as conduits of blood. 
Occasionally, however, rupture, aneurysm 
formation and degenerative changes have 
been associated with these grafts,® which 
have aroused interest in other materials, 
such as leather,’ polyvinyl sponge,® etc. In 
our previous experience with silicone rub- 
ber tubes in the canine thoracic inferior 
venae cavae the tubes had functioned well 
up to thirty days. The main failure was 
due to gradual contraction of the graft in- 
stead of thrombosis. The high blood pres- 
sure in the arterial system seemed to with- 
stand the stenosis better. This stimulated 
us to try the silicone tube as an arterial 
prosthesis. 

Material.—Silicone is an organic deriva- 
tive of silica (SiO.). Silicones are known 
to have resistance to various chemical 
solvents, to increase surface resistance and 
to be highly water-repellent. These ma- 
terials are subdivided into (1) fluids, (2) 
compounds, (3) resins and (4) rubberlike 
products.’ The last group includes elas- 
tomers, pastes and rubber products, all 
of which, basically, have a continuous 
series of linear polymers of organopoly- 
siloxanes [CH; SiO-], as its chief com- 
ponent. Experimentally, various types of 
silicone compounds in fluid and vapor have 
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been tested by dermal, subcutaneous, oral, 
tracheal and intravenous routes which 
proved to evoke little reaction and toxi- 
city... One of the silicone rubbers, TS- 
962,* is water-repellent and flexible. Tubes 
of two different types, with internal diam- 
eters of 0.7 and 0.9 cm. respectively, were 
tested. These tubes were 0.2 cm. thick, 
brown and nontransparent (Fig. 1). Prior 
to use, they were boiled in hot water for 
five minutes. 


Method of Experimentation. -Thirteen 
adult mongrel dogs were used. After intra- 
venous anesthesia had been induced with 
pentothal sodium (30 mg. per kilogram of 
body weight), the chest or the abdomen 
was sterilized with iodine. Six grafts were 
inserted into the thoracic portion of the 
aorta after mild hypothermia had been 
obtained by immersion. The left side of 
the chest was opened at the fifth inter- 
costal space under endotracheal positive 
pressure of oxygen controlled manually. 
The thoracic portion of the aorta below 
the left subclavian artery was mobilized 
to a length of 5 cm. after a few pairs of 
intercostal arteries had been divided. 
Seven straight grafts were transplanted 
into the abdominal portion of the aorta 
below the renal and common iliac arteries. 

A segment of aorta 1 cm. long was re- 
sected, and a straight silicone rubber tube 
without cuffs, averaging 2 cm. long, was 
transplanted into the defect. Simple con- 
tinuous over-and-over stitches, interrupted 
by two anchoring silks at both corners, 
were used for the anastomosis. The cir- 
culation was interrupted for about thirty 
minutes. No anticoagulants were used, ex- 
cept for sodium citrate at the grafting 
procedure. Aqueous penicillin, 200,000 
units, was used only at the close of the 
operation. The femoral pulse was palpated 
daily, and in some cases arteriographs 
were taken to test its patency. Gross and 


*TS-962 and TS-900 were obtained from the Shibaura 
Denki Co., Horikawacho, Kawasaki, Kawagawa, Japan. 
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microscopic studies were carried out in 
all cases in which autopsy was performed. 


Results.—Thirteen grafts were followed 
from one to thirty-seven days, as is shown 
in the accompanying table. All grafts in 
the thoracic portion of the aorta were 
patent. Of 6 dogs, 4 died in the immediate 
postoperative period from shock and car- 
diac arrest following release of the clamp 
by profuse bleeding, which occurred at 
the suture line before it was kept under 
control. Delayed bleeding occurred in 1 
dog, on the tenth day, from a hole in the 
distal anastomosis. The coexisting em- 
pyema was considered the cause of break- 
down. Of 7 grafts in the abdominal 
portion of the aorta, only 2 remained open 
twenty-four and thirty-seven days respec- 
tively. One dog showed hindleg paralysis 
on the day after the operation. At autopsy, 
the leg was observed to be completely 
thrombosed. Despite the fact that palpable 
femoral pulses were obtained in all but 1 
subject, various lengths of thrombus oc- 
cluded the lumen in a thirty-day period. 


Macroscopically, the inner surface of 
the patent grafts was immediately cov- 
ered over with a thin, glistening blood 
layer, which increased in thickness up to 
1 to 2 mm. within three to four weeks. 
At any period in which autopsy was done, 
this newly formed intima was attached 
only to the suture line. Otherwise, if one 
opened the tubes longitudinally, it easily 
detached itself from the graft (Figs. 2 
and 3). 

Histologic sections of the patent grafts 
revealed that organization of the inner 
layer started from the host side and pro- 
ceeded toward the central part of the 
graft. Active fibrocyte reaction occurred 
closer to the graft than to the layer facing 
the blood stream. This process started in 
less than two weeks and became organized 
but not yet completed in the case observed 
for the longest period, thirty-seven days 
(Fig. 4). The encapsulating fibrous tissue 
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was rather heavy and did not adhere to the 
graft. Slight foreign body reaction was 
noticed only around the silk sutures used 
for the anastomosis. Examination of the 
occluded grafts demonstrated that the 
thrombus always occurred at the suture 
line. 
COMMENT 


Silicone rubber is quite different from 
the ordinary artificial or raw rubber prod- 
uct. Boiling does not alter its nature, it 
evokes only minimal tissue reaction in 
the body. Owing to the resilience of the 


a | lol5! 









view of silicone rub- 
ber tube. 


Fig. 2.—Gross 
specimen of 
graft implanted , 
for 24 days in ; 

dog abdominal 
aorta. Owing to 
discrepancy of @% 
host vessel and 
tube, mural 
thrombus par- 
tially filled 
graft. Smooth, “7 
glistening fibrin 
layer lined it. 
Good patency 
was noted by 
postmortem ar- 
teriographic 
study. Graft is 
slightly visible. 





Fig. 1. — Outside 
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Fig. 3.—Silicone rubber tube transplanted for 

thirty-seven days in abdominal aorta of dog. 

Newly formed fibrin layer covered inside, which 
was not adherent to graft. 





covered graft (bottom) after five weeks. Endo- 

thelioid cell grew from host (right) toward middle 

of graft (left). Replacement of thrombus with 

fibrous tissue is in progress. (Hematoxylin and 
eosin stain.) 


tube, it can be sutured into the arterial 
defect with ease. It is nonporous. At pres- 
ent, porosity in a blood vessel substitute 
is considered advantageous, promoting 
early healing of the internal lining of the 
graft, which is important to ultimate suc- 
cess. Considering the occasional uncon- 
trollable bleeding through the porous syn- 
thetic fabrics, however, the fear and dan- 
ger of hemorrhage during transplantation 
can be excluded with this type of tube. 
Our study revealed that this material 
may be used as a vascular substitute if 
certain points can be improved; i. e., the 
major disadvantage of silicone tubes in 
our hands was its lack of resistance 
against a longitudinal pull during trans- 
plantation of the graft. When the suture 
line was tightened during anastomosis or 
after blood had been permitted to flow 
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Results with Silicone Rubber Tubes in Canine Aorta (13 Cases) 





Follow-up 





Dog No. Vessel (Days) Results Cause of Death Commcnt 

: Thoracic aorta 2 Patent Postoperative shock Thin fibrin lining 
inside graft 

2 Thoracic aorta 0 Patent Cardiac arrest No thrombus 

3 Thoracic aorta 0 Patent Postoperative shock No thrombus 

4* Thoracic aorta 1 Patent Postoperative shock Small mural clot at 
proximal anastomosis 

5* Thoracic aorta 19 Patent Unknown Smooth intima lining 

6 Thoracic aorta 10 Patent Empyema and Bleeding Distal suture line 
broken 

7 Abdominal aorta 24 Patent Killed Good intima lining 

8 Abdominal aorta 23 Occluded Killed 

9 Abdominal aorta 37 Patent Killed Good intima lining 

10 Abdominal aorta 30 Occluded Killed 

11 Abdominal aorta 12 Occluded Killed 

12* Abdominal aorta 3 Stenosed Killed 90 per cent occluded 

13* Abdominal aorta 5 Occluded Killed Hindleg paralysis 





*Grafts coated with silicone fluid (TS-900). 


through the graft, the stitches occasionally 
cut through the tube and caused consider- 
able bleeding. To prevent this complica- 
tion, extra stitches had to be placed to 
stop the bleeding, or a rather large stitch 
was placed in the tube from the beginning. 
This exposed more silk in the lumen and 
contributed to the high incidence of throm- 
bosis. Prior to use, four of thirteen tubes 
were immersed in a volatile silicone fluid 
(TS 900+) to make it more blood repel- 
lent, but thrombosis at the suture line 
could not be prevented. The incidence of 
thrombus in those subjects which sur- 
vived more than three days was over 44 
per cent (4 of 9 cases). This result cor- 
roborates Egdahl’s report.!? In his opinion, 
however, the slight irregularities of the 
internal surface of the tube were the chief 
cause of clotting. 

Our previous experience with a silicone 
tube in the venae cavae has shown that 
excellent patency is maintained for fifteen 
days at least, without a failure and with- 
out severe bleeding at the suture line. This 
may have been due to the low blood pres- 


tSee footnote on p. 263. 
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sure in the venous system. If the tube can 
be given stronger elasticity, it can be ex- 
pected that its future use as an arterial 
graft is to be expected. 


SUMMARY AND CONCLUSION 


Silicone rubber is highly water-repel- 
lent and biologically inert. Its value as 
material for a vascular prosthesis was 
tested by transplanting a tubular segment 
into the abdominal and thoracic aortas of 
dogs, which were then observed for pe- 
riods ranging up to thirty-seven days. 

Of 13 grafts, 8 were patent, while the 
other 5 were obstructed. In the patent 
grafts the inner surface was immediately 
covered with a thin blood film, which be- 
came partly organized ten days later, and 
the process continued up to five weeks. 
An endothelioid cell grew over from both 
anastomoses and covered the fibrous mem- 
brane. 

The failure of the grafts was due pri- 
marily to bleeding and thrombosis at the 
suture line, with tearing of the graft 
where the silk pierced through. Extra 
stitches for reinforcement or a larger 
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catch from the edge of the tube exposed 
excessive silk to the blood flow and led to 
clot formation. If the resistance of sili- 
cone rubber to pull can be improved, its 
use as an arterial substitute seems promis- 
ing. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


Siliziumgummi ist stark wasserab- 
stossend und biologisch inaktiv. Seine 
Eignung als Prothesenmaterial wurde 
durch Transplantierung eines Réhrenab- 
schnittes in die Bauchaorta und in die 
Brustaorta von Hunden, die danach iiber 
Zeitraume bis zu 37 Tagen beobachtet 
wurden, gepriift. 

Von 13 Transplantaten waren acht 
durchgingig und fiinf verstopft. Die in- 
nere Oberflache der durchgingigen Trans- 
plantate wurde sofort mit einer feinen 
Blutschicht bedeckt, die sich 10 Tage 
spater teilweise organisierte; dieser Vor- 
gang setzte sich bis zu fiinf Wochen weiter 
fort. Ein endothelartiges Zellgewebe wuchs 
von beiden Anastomosen und deckte die 
fibrése Membran. 

Die Versager der Transplantate waren 
in erster Linie auf Blutungen und Throm- 
bosen an der Nahtlinie mit Einrissen des 
Transplantats an den Stichstellen der 
Seidennaht zuriickzufiihren. Besondere zur 
Verstarkung angelegte Nahtstiche oder die 
Erfassung eines langeren Randes des 
Rohrenendes setzte eine ibermadssige 
Menge von Seide dem Blutstrom aus und 
fiihrte zur Bildung von Gerinnseln. Wenn 
sich der Widerstand des Siliziumgummis 
gegen Zugwirkung erhdéhen lasst, scheint 
seine Verwendbarkeit als Arterienersatz 
vielversprechend zu sein. 


RESUME ET CONCLUSIONS 


Le caoutchouc de silicium est fortement 
hydrophobe et biologiquement inerte. Sa 
valeur comme matériel de prothése a été 
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contrélée par la transplantation, chez le 
chien, d’un segment tubulaire dans |’aorte 
abdominale et thoracique, durant des pé- 
riodes de controle allant jusqu’a 37 jours. 

Sur 13 greffes, 8 bons résultats, 5 échecs. 
Dans les premiers cas (bons résultats), la 
surface interne s’est immédiatement re- 
couverte d’une fine pellicule de sang, par- 
tiellement organisé 10 jours plus tard; 
lévolution a duré jusqu’é cing semaines. 
Une cellule endothéliale a recouvert la 
membrane fibreuse 4 partir des deux anas- 
tomoses. 

Les échecs sont imputables en premier 
lieu au saignement avec thrombose au 
niveau de la ligne de suture, et déchirure 
de la greffe aux points de suture. Des 
points de suture de renforcement ou un 
fragment plus important a l’angle tubu- 
laire opposaient une trop grande résis- 
tance a la circulation sanguine et provo- 
quaient la formation de caillots. 

Si l’on parvient 4 améliorer la résistance 
du caoutchouc de silicium et 4 le rendre 
moins extensible, son utilisation comme 
matiére de remplacement des artéres ap- 
parait plein de promesses. 


SUMARIO E CONCLUSOES 

A borracha silicone é altamente repe- 
lente 4 agua e biologicamente inerte. Tes- 
tou seu valor como material de protese 
transplantando segmentos tubulares nas 
aortas toracica e abdominais de caes obser- 
vados por periodos de mais de 37 dias. 
De 13 enxertos 8 foram eficientes e 5 se 
obstruiram. Nos bons enxertos (trans- 
plantes) as superficies internas foram re- 
cobertas por uma camada fina de pelicula 
sanguinea, parcialmente organizada dez 
dias depois indo assim até cinco semanas. 
Celulas endoteliais cresceram em volta das 
anastomoses e se cobriram de membrana 
fibrosa, 

A falha de inclusGées foi devida primaria- 
mente ao sangramento e trombose na su- 
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tura, com deiscencia dos pontos. Resutura 
de reforco levou a expor excesso de seda a 
corrente sanguinea e deu formacao de coa- 
gulos sanguineos. 

Se a resistencia do silivone poder ser 
provada seu uso como material de substi- 
tuicéo arterial parece promissor. 


RESUMEN Y CONCLUSIONES 


La goma de silicona no se moja con el 
agua y es biologicamente inerte; se prueba 
su valor como material de proétesis usan- 
dola como inferto arterial en la aorta ab- 
dominal o en la toracica del perro y obser- 
vando la experiencia durante 37 dias. De 
13 casos, en 5 el tubo se obstruy6, mientras 
que en 8 qued6 permeable; en estos casos 
la superficie interna del injerto se subre de 
una pelicula fina de sangre que empieza 
a organizarse a los 1 dias para terminar 
el proceso a las 5 semanas. La membrana 
fibrosa formada se recubre después de 
endotelio que crece desde los extremos. 

El fracaso de los otros injertos se debi6 
a trombosis y hemorragias en las suturas, 
y a desgarros del tubo en los puntos. La 
colocacion de puntos de refuerzo cogiendo 
mas borde del tubo expone demasiado lino 
a la corriente sanguinea, y lleva a la for- 
cién de codgulos. Si se pudiese mejorar 
la resistencia a la traccién de la goma de 
silicona su empleo como injerto arterial 
serit prometedor. 
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When a disease has attained the crisis, or when a crisis has just passed, do 
not disturb the patient with innovation in treatment either by the administration 


of drugs or by giving stimulants. Let them be. 


—-Hippocrates 
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Hypospadias: Its Repair in One Hundred 
Cases; Suggestion for Modifying the 
First Stage Repair 


H. H. EDELBROCK, M.D. 
LOS ANGELES, CALIFORNIA 


INCE hypospadias is one of the com- 

monest of congenital anomalies, and 

since its repair has aroused such a 
voluminous and controversial literature, 
an additional report of experiences with 
one of the technics would seem valuable. 
My objective here is! to review briefly the 
problem of hypospadias repair,? to reiter- 
ate the basic plan of the Denis Browne 
repair and some of its pitfalls,? to report 
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Skin from the penis has been used 
in various ways for construction of 
the urethra (Thiersch; Duplay; Buch- 
nall; Cecil and Davis). The author 
has observed the labor of their ex- 
ecution and the frequency of their 
complications. The designs using 
bladder mucosa, free skin grafts and 
scrotal skin, as well as those using 
vein transplants, etc., have either 
had obvious objections or have not 
seemed to suit his concepts. He has 
found the Denis Browne technic sim- 
ple in execution, among the best in 
end results and as nearly free of 
immediate and late adversities as 
any reported. 
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my results in 100 cases in which his tech- 
nic was used, and (4) to suggest a simple 
variation of the first stage that appears 
to deliver the urethra through the glans 
without risk of further deformity and with 
little likelihood of adding complications. 

In 1936 the English surgeon, Mr. Denis 
Browne, published his concept of an opera- 
tion for the repair of hypospadias. By 
1949 he had completed a sizable series of 
repairs. The first to report a series done 
in this country was Dr. Edgar Burns! in 
1950. The concepts involved in this pro- 
cedure stimulated some research and some 
blind criticism. Since then, however, many 
outstanding surgeons have endorsed the 
procedure? and have published reports of 
their efforts. 

Classification of hypospadias according 
to the location of the anomalous meatus, 
has always aided in understanding the 
degree of problem to be encountered in its 
repair. Mr. Browne included, in his prin- 
ciples of a good technic, the precept that it 
should be capable of successful accomplish- 
ment in the presence of all degrees of de- 
formity. With this in mind, classification 
as minor (glanular) and major hypospa- 
dias (all other degrees of deformity), as 
suggested by Havens and Black, would 
seem adequate.*® 
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In “minor hypospadias” no significant 
chordee exists, and the urinary and semi- 
nal streams are delivered to the glans. The 
only correction required is cosmetic. This 
can be accomplished by excision of the 
hooded prepuce and simultaneous correc- 
tion of the meatus in such a manner as to 
permit delivery of the stream straight for- 
ward along the axis of the urethra. Mr. 
Browne? has pointed out that there is al- 
ways present, in patients with this type 
of hypospadias, a short, blind urethra 
from the glans which can be joined by 
simple incision to the anomalous meatus. 
A fine scissors point is inserted into the 
meatus, and the thin separating tissue is 
incised. 

In all cases of “major hypospadias” two 
problems present are encountered for cor- 
rection: first, the omnipresent chordee, 
and second, the incomplete urethra. 

Relief of the chordee is essential to 
satisfactory sexual function and to a re- 
spectable cosmetic result. The cause of the 
chordee has been subject to some con- 
troversy. It is generally observed‘ that 
there is congenital absence of the corpus 
spongiosum distal to the anomalous meatus. 
Instead of the corpus there is rather dense 
fibrous tissue, extending a foreshortened 
distance to the glans. 

Whatever the observation in detail, it 
is obvious that the distance from the peri- 
neum to the ventral surface of the hypo- 
spadiac glans penis must be lengthened. 
If it is lengthened, some skin must be 
brought in to fill the defect. Figure 1 shows 
the modified Duplay method I use. In this 
procedure, a transverse incision between 
the anomalous meatus and the glans is 
carried laterally into the hoodlike prepuce. 
The fibrous tissue lying on the mesial mar- 
gins of the corpora cavernosa and the 
fibrosa rudiment of what could have been 
the corpus spongiosum are excised in toto 
from the glans to well behind the anoma- 
lous meatus (Fig. 2). The latter is im- 
portant, since at times it seems as though 
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the meatus had been firmly attached too 
far forward on the corpora, and when 
adequately released it is allowed to fall 
back toward the perineum and add con- 
siderable release of the chordee. The 
transverse incisions are closed longitu- 
dinally (Fig. 4). On rare occasions too 
much tension on the circumferential skin 
will result, and a releasing incision on the 
dorsum becomes necessary, with no com- 
plicating aftermath. An adequate meatot- 
omy must always accompany this prepara- 
tion for a second-stage repair. 

Other methods for the first stage have 
not lent themselves to satisfactory second- 
stage Denis Browne repairs and have been 
abandoned by me. Later in this paper I 
will briefly describe the little variations 
I am trying in order to develop a glanular 
urethra during the first stage. 

The correction of chordee has presented 
some problems to me as well as to many 
other writers on this subject. I do not 
hesitate to repeat or revise if I find the 
correction inadequate. In the 100 cases 
studied for this report, the first stage was 
redone twelve times. In 3 patients with 
perineal hypospadias, three operations 
were done for acceptable results. 

There are the two problems encountered 
in the correction of major hypospadias. 
The procedures devoted to the correction 
of chordee are generally described as first- 
stage operations and those devoted to the 
construction of the urethra as_ second- 
stage procedures. Under some of the 
schemes for construction of the urethra 
two more stages have been devised. 

The objective after correction of chor- 
dee is to deliver the urine stream and the 
semen to the glans with as nearly perfect 
functional and cosmetic effect as possible. 
This should be done with a minimum of 
morbidity while eliminating late compli- 
cations. 

Amongst the technics in current use in 
the United States are those which use (1) 
transplants of bladder mucosa,® (2) trans- 
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plants of the entire urethra from a cada- 
ver,® (3) tubes of split thickness cutaneous 
homografts,* (4) full thickness scrotal 
skin and (5) many variations of technic 
using penile skin.’ 

Objections to these plans are raised ac- 
cording to the ability and temperament of 
the surgeon, and only by comparisons of 
the results can each surgeon choose that 
which pleases him best. 

The Denis Browne plan attempts to con- 
struct the urethra to the glans in one 
stage, using the skin of the penis. The 
operation is so simple in its execution that 
every one of my local colleagues has been 
willing to undertake it after one demon- 
stration. 

Figure 5 shows how a u-shaped incision 
is made from behind the meatus to the 
glans, delineating a strip of skin about 
one-third the diameter of the penis. The 
strip is left untouched. According to the 
original scheme, two triangular areas on 
the glans are denuded of epithelium. The 
lateral skin is widely undermined by blunt 
dissection, as is the area proximal to the 
anomalous meatus. It is made certain that 
no epithelium persists between the under- 
mined flaps and the triangular denuded 
areas on the glans. The lateral flaps (Fig. 
6) are then approximated over the buried 
skin strips with the “double stop suture.” 
Dermalon has been used, with either a 
glass or a wooden bead held in place by 
the crushed short aluminum cylinders. 
Fine chromic catgut is used to approxi- 
mate the distal margins of the flaps to the 
denuded areas on the glans and to each 
other along the full length. The double 
stop sutures are applied very loosely as 
tension sutures and to keep the epithelium 
of the buried strips as far as possible from 
that on the surface. A simple perineal 
urethrostomy is usually done before the 
tube is constructed. A Malecot catheter is 
held in place with a heavy silk suture. 

An incision is always made on the dor- 
sum of the penis to allow relaxation of 
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circumferential tension. It granulates in 
readily and produces no deforming scar 
provided it is not carried proximally far 
enough to include prepubic skin. 

The double stop sutures are left in place 
for seven to twelve days and the perineal 
urethrostomy in place for two to four days 
longer. 

In accordance with the tenets of Mr. 
Browne, the first stage has been done as 
soon after the patient is 18 months of age 
as conveniently arranged and the second 
stage as soon after he is 214 years old as 
seems sensible—usually prior to school age. 

In 100 patients treated by this plan 
there have been no failures. There were 
12 patients who required further proce- 
dures for developing a satisfactory opera- 
tive urethra. Stricture was never a cause 
of further surgical intervention, though 
in 3 cases, dilation of the meatus was 
necessary periodically for six months. 
Eight patients had fistulous tracts re- 
quiring one-stage repairs. One patient 
required three attempts for closure of a 
fistula. In 3 patients partial or complete 
separation of the flap margins occurred, 
necessitating a complete repetition of the 
second stage. In 1 patient infection devel- 
oped, requiring disruption of the suture 
line on the fourth day and subsequent com- 
plete repair. 

Of the 100 patients there were only 52 
in whom healing of the flaps to the glans 
was satisfactory. The other 48 were left 
with the meatus at the level of the coronal 
sulcus. 

The most irksome complication is not 
included in the evaluation of the statistics 
with reference to the new urethra. There 
were 8 patients who required separate op- 
erative efforts for secondary closure of 
the perineal urethrostomy wound. Two 
required more than one closure. In most 
cases this complication was associated 
with perineal hypospadias when the peri- 
neal tissue supporting the urethra was 
thin. For this reason, I have now adopted 
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Figs. 1, 2, 3, 4, 5 and 6 (see text). 
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Fig. 7 (see text). 


suprapubic cystotomy for drainage of 
urine in cases of extreme perineal hypo- 
spadias, and believe I may circumvent this 
complication. 

All of the fistulous tracts were attribu- 
table to excessive tension on the double 
stop suture, resulting either in a tract 
through the site of the bead or to the site 
of a necrosed area of approximation. The 
strictures occurred when an inadequate 
meatus was allowed for on the glans. It 
may be that infection played a part in all 
of those with wound separation. It was 
rather thought to be the result of too great 
tension created by collected serum and 





Complications 





Patients with fistulas...................... 8 (1 required 
3 repairs) 
Patients with wound separation.. 3 


Patients with infection and 
wound separation........................ be 


Patients with strictures.................. 3 


Patients with persistent drainage 
from perineal urethrostomy...... 8 (2 required 
more than 
1 closure 
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edema. The stay in the hospital for the first 
stage in this series varied from one to 
twelve days, with an average of five days. 
For the second it varied from eleven to 
twenty-seven days, with an average of 
fifteen days. Fistula repairs required from 
two to twenty-three days of hospitaliza- 
tion, the average being nine days. 


The failure of the urethra to terminate 
on the tip of the glans has not been re- 
garded as a failure requiring a repeated 
attempt, since in cases of minor hypospa- 
dias this has never been an objective. 
Many of the other schemes for construc- 
tion of the urethra have made no attempt 
to accomplish it. Further, it is apparent 
that Mr. Browne’s basic plan does not 
really include the construction of a normal 
appearing meatus. Figure 7 demonstrates 
the usual end result. 


This minor failing, nevertheless, has 
plagued me into another effort, which I 
have tried successfully in 3 patients. As can 
be seen from the illustration (Fig. 3) it is 
accomplished by tunneling through the 
glans and inverting through this tunnel 
the triangular flap of skin that has been 
raised near the glans during the dissection 
of the rudimentary corpus spongiosum. 
The full end of the flap (Fig. 6) is sutured 
to the margins of the stab wound in the 
tip of the glans. A fragment of tissue rub- 
ber drain is kept in place for seven to 
twenty-one days to aid in keeping this 
new “urethra” open. 

At the time of the second stage the epi- 
thelium of the ventrum of the glans is 
denuded in the same manner as the tri- 
angular strips are made in the original 
Denis Browne repair. 

In the 3 patients in whose cases it has 
been used (1 adult and 2 children), the re- 
sultant meatus had a normal appearance. 
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SUMMARY AND COMMENT 


Skin from the penis has been used in 
various ways for construction of the ure- 
thra in schemes designed by Thiersch, 
Duplay, Buchnall, Cecil, and Davis. The 
author has observed the labor of their exe- 
cution and the frequency of their compli- 
cations. The designs using bladder mucosa, 
free skin grafts and scrotal skin, as well 
as those using vein transplants, etc., have 
either had obvious objections or have not 
seemed to suit his concepts, He has found 
the Denis Browne technic simple in exe- 
cution, among the best in end results and 
as nearly free of immediate and late ad- 
versities as any reported. It is apparent 
that he has encountered more complica- 
tions than did Mr. Browne,? who had ob- 
tainedessentially perfect reports, supported 
by the investigations of Benght Johanson. 
Dr. Edgar Burns of New Orleans had 
fewer problems than are indicated in this 
paper. In this series, 12 per cent of the 
patients have required repeat operations 
for completion of the functional urethra; 
3 per cent have had strictures that proved 
curable by dilation, and 8 per cent required 
secondary closures of the perineal ureth- 
rostomy. The total number of admissions 
to the hospital for construction of a 
urethra and closure of a perineal urethros- 
tomy was 126. 


ZUSAM MENFASSUNG 


Die Haut des Penis ist auf verschiedene 
Weise zur Bildung einer Harnréhre nach 
den von Thiersch, Duplay, Buchnall, Cecil 
und Davis entworfenen Verfahren verwen- 
det worden. Der Verfasser hat die Schwie- 
rigkeiten der Ausfiihrung dieser Opera- 
tionen und die Haufigkeit der auftretenden 
Komplikationen beobachtet. Vorschlage 
zur Verwendung von Blasenschleimhaut, 
freien MHauttransplantaten, Hodensack- 
haut, Venentransplantaten usw. habe ent- 
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weder ganz offensichtliche Nachteile oder 
stehen im Widerspruch zu den Auffassun- 
gen des Verfassers. Er findet, dass die 
Denis Brownesche Technik einfach in der 
Ausfiihrung ist, dass sie zu den Verfahren 
gehoért, die die besten Endresultate erge- 
ben, und dass unmittelbare oder spate 
Komplikationen fast niemals auftreten, 
jedenfalls nicht haufiger als bei irgendei- 
ner anderen ver6ffentlichten Methode. Of- 
fenbar hat der Verfasser mehr Komplika- 
tionen gesehen als Mr. Browne, der, 
unterstiitzt durch Benght Johansons Un- 
tersuchungen, im wesentlichen ausgezeich- 
nete Berichte erhielt. Dr. Edgar Burns 
aus New Orleans hatte eine geringere An- 
zahl von Problemen, die in dieser Arbeit 
angefiihrt werden. In dieser Serie erfor- 
derten 12 Prozent der Kranken wieder- 
holte Operationen zur Fertigstellung einer 
funktionierenden Harnrohre, drei Prozent 
hatten Strikturen, die durch Dilatierung 
gehei!lt werden konnten, und acht Prozent 
erforderten sekundire Schliessungen der 
perinealen Urethrostomie. Die Gesamtzahl 
der Krankenhausaufnahmen zur Bildung 
einer Harnréhre und Schliessung einer 
perinealen Urethrostomie betrug 126. 


SUMARIO 


A pele do penis tem sido usado de varias 
maneiras para construcaéo de uretra de 
acordo com as tecnicas de Thiersch, Duplay, 
Buchnall, Cecil e Davis, O A. observou as 
dificuldades de execucao e as complicagées. 
Prefere usar a techni ca de Denis Browne 
porque e simples, apresenta resultados 
finais me lhores e esta livre de inconveni- 
entes proximas e futuras. Refere tambem 
que teve mais complicacées do que Denis 
Browne cujos resultados sao extremamen 
te perfeitos conforme as investigagdes de 
Benght Johanson. Dr. Edgar Burns de 
N. Orleans teve poucos problemas como se 
registra nesta comunicacéo. 12% dos pa- 
cientes tiveram que repetir a operacao 
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para obter boa funcao; 3% tiveram estrei- 
tamente que cedeu por dilatacées; 8% re- 
quereram sutura secunda ria da uretros- 
tomia perineal. Os numerous de _ inter- 
nagdes para esas operacgdes foram de 126 
veses. 

RESUMEN 


Para la uretroplastia ha sido usada la 
piel del pene en diversos procedimientos 
talas como, los ideados por Thiers, Duplay, 
Buchnall Cecil y Davis. E] autor se ha dado 
cuanta de lo dificil de su empléo y de la 
frecuencia de las complicaciones. Los pro- 
cedimientos a base de mucosa vesical, in- 
jertos libres de piel, piél del escroto, trans- 
plantes venosos, etc. estan también llenos 
de inconvenientes de toda indole. Por el 
contrario el procedimiento de Denis 
Browne es de ejecucion sencilla, da los me- 
jores resultados y parece despro visto de 
complicaciones importantes inmediatas o 
tardias. Sin embargo el autor ha encon- 
trado mas inconvenientes de los que cita 
el propio Browne. Edgar Burns, de N. Or- 
leans, encuentra menos inconvenientes de 
los citados en este trabajo. En la serie de 
operados del autor 12% de los operados 
necesitaron repetidas intervenciones para 
conseguir una uretra funcional, 3% tu- 
vienon estrechez que requiri6é dilatacién y 
8% hubieron de someterse a un cierre 
secundario de la uretrostomia perineal. El 
numero total de admitidos al hospital para 
reconstrucci6n de la uretra y sutura de la 
uretrostomia perineal fue 126. 


RESUME 


La peau du pénis a été utilisée de diver- 
ses facons pour la reconstruction de |’uré- 
thre suivant les techniques proposées par 
Thiersch. Duplay, Buchnall, Cecil et Davis. 
L’auteur a pu observer de prés leur exécu- 
tion ainsi que la fréquence des complica- 
tions qu’elles entrainent, Les techniques 
utilisant la muqueuse vésicale, les greffes 
de peau libre et la peau du scrotum, de 
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méme que les greffons veineux, etc, ont 
ou bien donné lieu a des objections évi- 
dentes ou bien n’ont pas paru correspondre 
a ses conceptions. C’est la technique de 
Denis Browne qui lui semble la plus sim- 
ple a exécuter, parmi les meilleures quant 
aux résultats et pratiquement exempte de 
complications immédiates ou_ tardives, 
comparativement aux autres techniques 
décrites. L’auteur note qu’il a rencontré 
plus de complications que Denis Browne 
dont les rapports—corroborés par les re- 
cherches de Benght Johanson—indiquent 
des résultats parfaits. Le Dr. Edgar Burns, 
de New Orleans, s’est heurté 4 moins de 
problémes que I|’auteur de ce rapport. Dans 
les cas ici présentés, 12% des malades ont 
dai subir des réinterventions pour para- 
chever la fonction uréthrale, 3% on pré- 
senté des rétrécissements dont la dilatation 
a eu raison; 8 % ont nécessité une ferme- 
ture secondaire de |’uréthrostomie péri- 
néale. Le nombre total des cas hospitalisés 
(reconstruction de l’uréthre et fermeture 
d’une uréthrostomie périnéale) s’éléve a 


126. 
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Operation for Stone, by Hieronymus van Aeken (1462-1516), (commonly known as 





Jerome Bosch). This picture is said to represent the operation for stone, and a group 
of figures can be seen on the right side, inspecting a stone in the palm of a man’s 
hand, The exact meaning of the inspection of the patient’s head which appears to 
be going on is uncertain, unless the “stone” was actually a sebaceous cyst of the 
scalp. Van Aeken lived about 1462-1516, and his subjects were always whimsical, 
often grotesque representations of spectres and devils. This picture may be illus- 
trative of his choice. Most of his works are to be found in Spain, and Philip II of 
that country was said to be a great admirer of his works. (Reproduced by courtesy 
of the Rijksmuseum, Amsterdam, The Netherlands.) 
—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 
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° Acquired Vesicocolic Fistulas 
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urinary tracts have been studied for 

a long time: since the first mention 
by Rufus of Ephesus in the third century ; 
since the first studies by Blanguingue and 
Cripps in the nineteenth century, to the 
fundamental reports by Pascal, Kellog and 
Higgins and more recent studies. The re- 
ports are numerous. 


Fr crinary between the digestive and 





From the Department of Urology, Huron Road Hospital, 
Cleveland. 

Read at a meeting of the Cleveland Urological Society, 
May 1958. 

Submitted for publication Feb. 18, 1959. 





Although vesicosigmoid fistula is 
not common, it is eventually encoun- 
tered in every urologic department. 
The primary disease is usually in the 
bowel, most frequently diverticulitis. 
The authors describe the symptoms 
and suggest diagnostic procedures. 
One should not forget the possibility 
of an incipient fistula in a patient 
known to have colic disease and pre- 
senting symptoms of cystitis. Fistulas 
complicating sigmoid carcinoma pre- 
sent a problem, in that very extensive 
excision is required. When the fistula 
is secondary to a diverticulitis of the 
sigmoid, a curative operation can be 
done at one sitting. It is preferable, 
however, to operate after a trans- 
verse colostomy has been performed. 











276 


After personal observation of a recent 
case of sigmoidovesical fistula treated in 
this hospital, we reviewed the question of 
enterourinary fistula. We limited our 
study, in the important field ranging from 
duodenorenal to congenital fistulas, to ac- 
quired sigmoidovesical fistulas. 

We should like to report here the results 
of our readings and of study of the charts 
of 7 such cases in which the patients were 
treated recently in Huron Road Hospital. 

Etiologic Factors.—Excluding congeni- 
tal fistulas, there are four types of lesion 
that can cause a fistula between the distal 
portion of the colon and the bladder: 

1. Lesions of the bladder. 

2. Lesions of the sigmoid. 

3. Lesions of organs lying between 

these two. 

4, Traumatism. 

These lesions are inflammatory or neo- 
plastic. 

1. Diseases of the Bladder. These are 
rarely the cause of sigmoidovesical fistulas 
(7 per cent to 10 per cent of the cases in 
long and rather old series, studied by Hig- 
gins! and Williams*). The causative fac- 
tors are for the most part tumors, peri- 
vesical abscesses secondary to diverticula 
of the bladder, and imbedded stones. A 
fistula secondary to tuberculosis of the 
bladder is an exception today. We have 
had no personal experience with a vesico- 
colic fistula of vesical origin, a variety 
which, from evidence in the latest reports, 
seems to be becoming more and more rare. 
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2. Diseases of the Pelvic Organs 
(uterus, vagina, ovary, tubes, prostate, 
seminal vesicles). Some twenty years ago, 
pathologic conditions of the female in- 
ternal genitalia (infections or tumors) 
was the major cause of colovesical fistulas. 
The frozen pelvis is far less frequent since 
the era of antibiotics, and many tumors 
can be treated before such development 
occurs. Thus, if the colovesical fistula was 
more frequent in the females than in the 
male, as was reported by Cunningham 
in 1915 (75 per cent of female patients), 
it is now more frequent in the males. 


38. Diseases of the Sigmoidorectum. 
These are the most frequent causes of 
colovesical fistulas, accounting for them in 
two-thirds of all cases today. Diverticulitis 
of the sigmoid, to which most of our ex- 
perience is limited, is a principal cause, 
with carcinoma also a major factor. 

The frequency of fistula in association 
with diverticulitis of the sigmoid is diffi- 
cult to estimate. It is known that diver- 
ticulosis is present in 1.8 per cent of 7,000 
cases in which autopsy is done; that diver- 
ticulitis will develop in 20 per cent of 
patients with diverticulosis; and 22.8 per 
cent of the patients with diverticulitis, as 
observed by Mayo and Blast* had colovesi- 
cal fistulas. This number seems to us high. 
Fistulas due to diverticulitis of the sig- 
moid are more frequent in the male than 
in the female; the diverticulitis is a mas- 
culine disease. In addition, the female in- 
ternal genitalia form a screen between the 
sigmoid and the bladder. Diverticulitis of 
the sigmoid was responsible for fistula in 4 
of the 5 cases here reported. 


4. Traumatism as a cause of the sig- 
moidovesical or rectovesical fistula is 
mostly of surgical origin: Wounds injur- 
ing the bladder and colon are healed at an 
early state and rarely terminate in fistulae. 
Colovesical fistulas follow radiotherapy for 
pelvic tumors, but surgical therapy is the 
more important factor, and usually, as far 
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as urology is concerned, fistulas follow 
prostatectomy. They have been reported 
as following suprapubic, transurethral 
and perineal operations. In 1 of our cases 
a rectovesical fistula followed suprapubic 
prostatectomy. 

Setting aside the congenital lesions and 
considering more than 500 cases reported 
in the literature, the following tabulation 
is a numerical evaluation of the causes of 
fistula between the distal colon and the 
bladder : 





Per 
Cent 


Per 
Cent 





Traumatic lesions 16 10 post-operative 
4 radiotherapeutic 
2 wounds 
Lesions of the 
bladder 9 5 inflammation 
4 malignant change 
Lesions of the 
pelvic organs 10 6 inflammatory: 
abscesses of 
prostate, tubes 
4 tumors: carcinoma 
of ovary, uterus, 
prostate 
Sigmoid lesions 65 36 sigmoiditis 
29 carcinoma 





We have left out a few cases in which 
the fistula was due to a rare cause, such as 
syphilis or actinomycosis. Crohn’s disease 
takes on importance in the etiologic back- 
ground of enterovesical fistula, but affects 
the small bowel (Williams*). So far as we 
know, ulcerative colitis has not been re- 
ported as a cause of fistula. 


Pathologic Picture.—It has been demon- 
strated that, regardless of the cause of the 
fistula-to-be, the adhesions of the involved 
organs, namely, the colon and the bladder, 
are effected by an inflammatory process 
originating in the primarily involved or- 
gan, usually the sigmoid portion of the 
colon, rarely the bladder. 
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A lesion of the sigmoid—for example, 
peridiverticulitis —- becomes an abscess. 
This abscess drains into the lumen of the 
bowel, but incompletely. The abscess con- 
tinues to develop, finally reaching the ex- 
ternal aspect of the bladder. The vesical 
wall is penetrated and finally perforated 
by the abscess. It remains an irregular 
sinus tract in an inflammatory mass, and 
this sinus tract is difficult to demonstrate 
at operation or even at autopsy. The sinus 
tract may be short or long, its formation 
fast or slow. 


Abeshouse? described two ways in which 
the sinus tract can reach the bladder. 


1. The first path is frankly intraperi- 
toneal: the adhesion of the sigmoid to the 
bladder is facilitated by the retraction and 
shortening of the mesosigmoid, secondary 
to peridiverticulitis or infected carcinoma 
of the sigmoid. 


2. The other path is retroperitoneal. It 
was more common in our series. The sinus 
tract develops in the mesosigmoid and 
thence along the ureter downward to the 
bladder. This retroperitoneal pathway ex- 
plains why most sigmoidovesical fistulas 
open into the lower part of the bladder on 
the left side, near the trigone and the ure- 
teral orifice (26 out of 32 cases in Hig- 
gins’ series’). 

Mayfield and Waugh’ studied the his- 
tologic character of sinus tracts due to 
diverticulitis of the sigmoid. The very ir- 
regular sinus tract is bordered by more or 
less cellular granulation tissue; the sinus 
tract does not epithelize in this kind of 
fistula, but a traumatic fistula can epithe- 
lize, as we have observed in 1 case. 

In a case of carcinoma of the sigmoid, 
the sinus tract to the bladder, usually in- 
flammatory first, may be invaded by the 
tumor itself. Taylor, Dockerty and Dixon? 
presented 59 cases of tumor of the sigmoid 
perforating into the bladder: in 4 of the 
patients the sinus tract was completely 
carcinomatose. In 20 patients the carci- 
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noma reached only outer layers of the 
bladder; in 19 cases, the sinus tract only 
was inflamed. Determination of the con- 
dition and course of the sinus tract is 
highly important to the prognosis. If the 
tumor invades all the layers of the bladder, 
there is always a lymphatic invasion, and 
the prognosis is poor. It is to be noted 
that in 13 per cent of the cases of carci- 
noma of the sigmoid treated at the Mayo 
Clinic the tumors are adherent to the 
bladder. One carcinoma out of 100 had 
perforated into the bladder. 


Infection of the upper part of the uri- 
nary tract is usually reported as rare in 
association with colovesical fistula. Only 
7 out of 35 of Higgins’ patients presented 
signs of pyelonephritis.' Parham and 
Hume, however, observed 18 instances of 
pyelonephritis, 15 bilateral, at autopsies 
on 25 patients who had had enterovesical 
fistulas. Clinically, it is difficult to prove the 
pyelonephritis. The spiking temperature 
can be caused by a perisigmoid abscess. 
Catheterization of the ureters is, of course, 
contraindicated, because of gross infection 
of the bladder. Only 1 of our patients had 
chills and lumbar pain. 


It is obvious that the vesicoureteral 
valve, to some extent, protects the upper 
part of the urinary tract from infection. 
Accordingly, patients who have under- 
gone vesicorectostomy do not show evi- 
dence of renal infection (Moore*). In this 
particular case, however, the flow is di- 
rected from the bladder to the colon and 
not from the bowel to the bladder, as it 
is in the presence of a pathologic colovesi- 
cal fistula. 


Among the causes contributing to the 
persistency of the fistula, in addition to 
inflammatory or neoplastic disease, possi- 
ble stricture of the bowel distal to the 
fistula should be mentioned. This stric- 
ture is very common with congenital fis- 
tulas but may occur also with acquired 
fistulas. 
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One must not forget: that the colovesical 
fistula may be multiple (several sinus 
tracts) or complicated (affecting other 
organs). Colojejunovesical, colouretero- 
vesical and colovesicovaginal fistulas have 
been described. Nowadays, these compli- 
cated fistulas are seen in the terminal 
stages of pelvic tumor. Only isolated cases 
are published (Kerr’). In 1921, however, 
Sutton® observed 5 multiple and 8 compli- 
cated fistulas in 59 cases of sigmoidovesical 
fistula. 


Symptoms.—1. The passage of feces per 
urethra, or fecaluria, is the pathognomonic 
symptom of an enterovesical fistula. The 
patient notices fecal fragments in his 
urine, or they are present in the alimen- 
tary tract (Ficarra and Martorano’). 
Practically, microscopic examination of 
the urinary sediment will make it possible 
to recognize the existence of these fecal 
fragments, but the fecaluria is far from 
being constant. For example, it was pres- 
ent in only slightly more than half of 
Higgins’ patients.! The fistula has to be 
large to permit the passage of this solid 
material. A clinically evident fecaluria 
was present in all 4 cases of well-estab- 
lished colovesical fistula observed in this 
hospital. 

2. The passage of air per urethra, or 
pneumaturia, is more frequent than feca- 
luria. It is present in 80 to 90 per cent of 
the cases of fistula, according to Harlin 
and Hamm.’’ Before attributing the pneu- 
maturia to an enterovesical fistula, one 
has, of course, to rule out the evacuation 
of air introduced during recent instru- 
mentation, the fermentation of urine if 
the patient is diabetic, or a gas-producing 
urinary infection (Eschericia coli, Aero- 
bacter). 

3. Symptoms of vesical infection are 
important, especially in the early history 
of the fistula, before and after it opens 
into the bladder. The appearance of signs 
of cystitis in a patient known to have 
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diverticulitis of the sigmoid should call 
attention to the possibility of an “incipient 
fistula,” as reported by Lazarus and 
Marks,'! and can be an indication for 
surgical treatment of the diverticulitis. 
The cystitis usually improves with time, 
once the fistula is established. The fistula 
may open silently, as happened with our 
patients, but cases have been reported in 
which the patient felt a tearing sensation 
in the lower part of the abdomen, followed 
by purulent and fecal discharge and pneu- 
maturia. Hematuria is not very frequent 
and usually not important. 

4. The general condition of the patient 
is frequently affected. The history may 
reveal loss of weight, fever and fatigue. 
In addition, signs of the primary disease, 
usually of the sigmoid, are present, i.e., 
diverticulitis or advanced carcinoma of the 
rectosigmoid. We have mentioned that in- 
fection of the upper part of the urinary 
tract is rare. 

The deterioration in general condition 
accompanying the establishment of a colo- 
vesical fistula is probably due to the pri- 
mary disease rather than to the presence of 
the fistula itself. The presence of an invad- 
ing carcinoma or of a peridiverticulitis ex- 
plains the toxic condition usually present. 
Two of our patients had lost 20 and 30 
pounds (9.1 and 13.6 Kg.) respectively 
during the few weeks prior to their ad- 
mission to the hospital. But when the 
acute process is stabilized, however, the 
organism is able to endure the presence 
of the fistula. One patient is reported as 
toJerating this affliction for more than 
forty years. So far as we know, there is 
no mention in the literature of electrolytic 
disturbances in patients with colovesical 
fistulas. One might expect acidotic hyper- 
chloremia because of this vesicosigmoid 
“anastomosis,” but the direction of the 
flow in the fistula is, in fact, from the 
bowel to the bladder. This is understand- 
able from the anatomic disposition and 











the differenge in intracavitary pressure: 
the pressure is higher in the sigmoidorec- 
tum than in the bladder. The passage of 
urine per rectum is rare: it was present 
in 2 of 35 of Higgins” patients and in 1 
of 46 of Mayo’s patients. None of our 
patients passed urine per rectum. 


Diagnosis.—A colovesical fistula is sus- 
pected in a patient with symptoms of cysti- 
tis and colonic disease. It is clinically ob- 
vious when the patient shows fecaluria 
and pneumaturia, but the nature and loca- 
tion of the sinus tract must be studied. 
The most important diagnostic procedures 
are as follows: 


1. Cystoscopic Study: The cystoscope 
makes it possible to suspect the fistula in 
85 per cent of the cases and to see, defi- 
nitely, the vesical orifice in 40 per cent. 
Before the sinus tract opens into the blad- 
der, while the symptoms of cystitis only 
are present in a patient with sigmoid 
disease, one will see a hyperemic spot sur- 
rounded by bullous edema. Later a hemor- 
rhagic, bulging mass will develop, simulat- 
ing a tumor.’! We had an opportunity to 
see one of these “fistulae incipientes.” The 
picture is highly confusing if one does not 
know of the presence of a perivesical 
lesion. Finally, when the sinus tract opens 
and the bladder is flooded with pus, fecal 
material and gas, there is acute, general- 
ized cystitis. This cystitis may subside 
later, and it remains either a definite open- 
ing of the sinus tract (this is rare; it was 
visible in only 1 of our 7 cases, in which 
the fistula was postoperative) or a granu- 
lomatous spot from which emanate bub- 
bles of gas and fecal material. When the 
fistula has a sigmoid origin, this spot is 
mostly in the left lateral wall of the blad- 
der. It could be seen in 3 of our 7 patients 
with open fistulas, and in 2 cases this gran- 
ulomatous spot could be penetrated by a 
ureteral catheter. The contrast medium 
injected through the catheter outlined the 
sigmoid portion of the colon. 
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2. Transurethral biopsy of the borders 
of the fistula is advised in the search for 
the cause of fistula formation. It will in- 
form one of the presence of a tumor, and, 
if a tumor of the rectosigmoid is known 
to be present, it will inform one also about 
the histologic character of the sinus tract. 
We have mentioned the prognostic im- 
portance of a neoplastic invasion of the 
bladder wall. In 1 of our patients, biopsy 
was of particular importance. This pa- 
tient had undergone transurethral resec- 
tion of a papillomatous tumor of the poste- 
rior portion of the urethra one year before 
diverticulitis of the sigmoid perforated 
into the trigone of the bladder. The biopsy 
failed to reveal any recurrence of the 
tumor as a cause of the fistula. 

3. Sigmoidoscopic Study: This is usu- 
ally disappointing. The intestinal opening 
of the sinus tract cannot be seen, or is 
seen only infrequently. We could see it in 
a patient with a low fistula following 
prostatectomy. The sigmoidoscope will, 
however, reveal colonic disease, carcinoma 
or sigmoiditis. A biopsy is possible. Meth- 
ylene blue injected into the bladder will 
be seen in the rectum. 

4. The barium enema likewise reveals 
the pathologic state of the colon that is 
responsible for the colovesical fistula. The 
sinus tract is not always outlined by the 
barium (only 20 per cent of the patients 
of May? and Blunt). We had more luck, 
and the sinus tract was outlined in 3 out 
of 7 patients by the barium enema. 

5. Cystograms may help to demonstrate 
and outline the sinus tract; they failed, 
however, to do so in 1 of our cases. The 
barium enema did enable us to visualize 
it. 

Treatment.—Everybody agrees that a 
colovesical fistula does not close spontane- 
ously, except perhaps when it is traumatic 
in origin. It is a general law in surgical 
pathology that a sinus tract caused by a 
pathologic process will not heal as long as 
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this process continues. Permanent infec- 
tion of the colon, of course, contributes to 
the persistence of the sinus tract. 

The treatment of a colovesical fistula is 
surgical. Several approaches to the treat- 
ment of this disease may be considered: 

1. Intravesical approach. 

2. Intrarectal approach. 

These two technics are no longer in com- 
mon use; they are usually doomed to 
failure. One of our patients, however, 
responded favorably to transurethral ful- 
guration of the sinus tract. We shall not 
consider this example. In another patient, 
attempts to fulgurate a _ postoperative 
sinus tract were unsuccessful. 

3. Perineal approach. This approach is 
excellent in selected cases, especially in 
the hands of an experienced perineal sur- 
geon. It provides opportunity to close the 
thoroughly mobilized fistulous openings at 
different levels. This is a most desirable 
objective. 

Perhaps this approach is not often in- 
dicated. We employed it in 1 case. It was 
successful except for an unfortunate post- 
operative complication (a blocked irrigat- 
ing system) which, through pressure, 
broke open the repair. 

Provided a carcinoma of the prostate 
has previously been removed with the 
gland, one need have no fear for the 
perineal approach. If one dares to tackle 
a vesicocolic or a urethrocolic fistula peri- 
neally in a case complicated by advanced 
carcinoma of the prostate, however, one 
is likely to lose one’s way in a pathologic 
perineum, perhaps infected, with confus- 
ing layers of multiple adhesions. Recto- 
vesicoperineal fistula may be the result. 

4. Parasacral approach. Excision of the 
coccyx permits dissection of the rectum 
and exposure of the posterior aspect of 
the prostate and of the bladder. This ap- 
proach, advocated especially by Maresca 
and Cannon,!? helped to cure 1 of our 
patients, who had a low sinus tract be- 
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tween the rectum and the trigone, follow- 
ing a suprapubic prostatectomy. It is pos- 
sibly the procedure of choice for the cure 
of rectourethral and rectovesical fistulas 
after prostatectomy or prostatitis, but 
some argument on this point may be ex- 
pected from the perineal surgeons. 

5. Finally, the transperitoneal ap- 
proach. This is the modern method, un- 
doubtedly the best for a sigmoidovesical 
fistula. It provides good exposure of the 
lesions and a radical cure is possible 
whether one is dealing with sigmoid diver- 
ticulitis or an operable carcinoma. Exci- 
sion of the sinus tract is not sufficient and 
leads to its possible recurrence. Authors 
agree that the diseased portion of the sig- 
moid and of the bladder should be resected. 

Should this resection be done primarily, 
or should it be preceded by a colostomy? 
A few years ago the consensus was that 
primary resection of the sigmoid and par- 
tial cystectomy as a primary procedure 
make up a formidable operation.1* Nowa- 
days many surgeons undertake it. It is, of 
course, ideal from the surgical point of 
view; duration of morbidity is shortened, 
and the patient is spared the inconven- 
ience of a temporary colostomy. It must 
not be forgotten, however, that we are 
dealing with patients that are elderly and 
chronically infected persons, whose or- 
ganic resistance is exhausted. For these 
reasons, at the time of writing, we remain 
faithful to a preliminary transverse colos- 
tomy. 

How long should one wait after the 
colostomy is performed before resecting 
the sigmoid? Some authors"® have advised 
an interval of six months or even for a 
year, in the hope that the fistula will heal 
spontaneously, with a diverted fecal 
stream. This delay is, of course, impossi- 
ble when one is dealing with a carcinoma, 
and even with diverticulitis we do not be- 
lieve that such a lengthening of the period 
of morbidity is necessary. We do not ex- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


pect healing of the sinus tract after colos- 
tomy; six and twelve months after a 
colostomy, Mayfield and Waugh* observed 
active abscesses around colovesical sinus 
tracts. 

Anterior resection of the sigmoid, seg- 
mental cystectomy and excision of the si- 
nus tract should be done in the weeks 
following the colostomy. The colostomy 
can be closed soon after this operation— 
as soon as the healing of the sigmoid 
anastomosis is reasonably certain (after 
two weeks in 1 of our cases). 

Suprapubic cystostomy to follow the 
segmental cystectomy has been advised. 
We find no indication for this procedure, 
and we rely on a urethral catheter. 

As far as the results are concerned, 
there should be no recurrence after a 
transperitoneal radical operation for a 
nonmalignant condition, and the mortality 
rate depends on the safety of the colonic 
anastomosis. If the fistula is due to a 
malignant tumor, the prognosis is, of 
course, poorer. 


REPORT OF CASES 


CASE 1.—B. M., a 51-year-old woman, had 
been complaining of abdominal cramps and 
had seen fresh blood in her stools for almost 
one year. Three weeks prior to admission to 
the hospital, and after a short period of fre- 
auency, tenesmus and burning on urination, 
she noticed that she was passing gas and solid 
fragments in her urine. She had lost 30 pounds 
(13.6 Kg.) in three months. 

Cystoscopic examination revealed that the 
bladder was grossly infected; a granulomatous 
mass could be seen in the left posterior and 
superior wall of the bladder. Biopsy of a speci- 
men from this mass revealed only granulation 
tissue. A barium enema outlined severe diver- 
ticulitis of the sigmoid portion of the colon 
and a fistula 5 cm. long between the sigmoid 
and the bladder. A laparotomy was performed. 
In the pelvis there was an encapsulated ab- 
scess, adherent to the sigmoid portion of the 
colon, the left tube and the bladder, and ob- 
viously containing the sinus tract. This mass, 
the left fallopian tube and a segment of the 
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bladder were resected. The sigmoid loop was 
exteriorized according to Mikulicz and later 
resected. The colostomy was closed during a 
later hospitalization. 


CASE 2.—J. C., a 45-year-old man with a 
long history of pulmonary tuberculosis and a 
right thoracoplasty, had been operated on 
three years earlier for peritonitis secondary 
to a perforation of a diverticulum of the sig- 
moid. Simple drainage had been done. One 
year prior to admission the patient had under- 
gone transurethral resection of a papillary 
tumor of the posterior portion of the urethra. 
When seen, he was complaining of symptoms 
of cystitis and was passing gas and fecal 
material per wrethra. Cystoscopic examina- 
tions revealed no recurrence of the tumor of 
the urethra but a granulomatous mass was 
observed in the posterior wall of the bladder. 
No opening of a sinus tract could be seen, 
but it was easy to engage the tip of a sigmoid 
colon. Because of the poor general condition 
of the patient and his poor cooperation, no 
radical procedure could be performed, although 
there was not much hope. 

The patient was readmitted four years later 
for partial intestinal obstruction due to the 
sigmoiditis. The patient was treated conserva- 
tively. He had no complaints referable to the 
urinary tract and refused urologic studies. We 
shall, of course, draw no conclusions from this 
unusual history. 


CASE 3.—J. C., a 65-year-old man, was ad- 
mitted to the hospital for acute retention of 
urine. The prostate gland was pronouncedly 
enlarged. Catherization of the urethra was 
impossible, and an emergency cystostomy was 
performed. A few days later a suprapubic 
prostatectomy was done. The enucleation was 
difficult; hemorrhage had to be controlled by 
tamponade of the prostatic bed. The histologic 
diagnosis was prostatic carcinoma. Four days 
after the prostatectomy, after removal of the 
tampon, fecal fragments appeared in the urine. 
A transverse colostomy and a bilateral orchiec- 
tomy were performed two weeks after the 
prostatectomy. Six weeks later the cystoscope 
revealed a sinus tract, well epithelized, open- 
ing into the lower part of the trigone. A 
biopsy of material from the margin of the 
sinus tract failed to show any malignant in- 
vasion. An attempt to fulgurate the fistula 
transurethrally was unsuccessful, and a per- 
ineal repair was a failure because of a com- 
plication, the postoperative back pressure al- 
ready referred to. Finally, one year after the 
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prostatectomy, the fistula was cured by para- 
sacral approach. The coccyx was removed and 
the rectum was retracted laterally. The sinus 
tract was exposed and excised widely. The 
trigone and rectum were closed by separate 
layers at different levels, and the colostomy 
was closed later. 

The patient died three years later of myo- 
cardial infarction and pneumonia. He had 
been given estrogen therapy since the prosta- 
tectomy. At necropsy there was no evidence of 
recurrence of prostatic carcinoma; there was 
only some scar tissue in the trigone and the 
upper part of the rectum. 


CASE 4.—G. S., a 53-year-old man, was ad- 
mitted to the hospital for painless gross he- 
maturia. The cystoscope revealed a large, 
bleeding mass on the anterior wall of the 
bladder. A tumor was suspected and a supra- 
pubic biopsy performed, which showed only 
granulation tissue. The key to the diagnosis 
was obtained by a barium enema, which out- 
lined important sigmoid diverticulitis, clini- 
cally silent. Though the treatment of these 
“fistulae incipientes” is resection of the dis- 
eased bowel, the absence of clinical symptoms 
encouraged expectation. The patient was seen 
six months later, after conservative treatment. 
He had had an attack of pyelonephritis but no 
recurrence of the hematuria and no intestinal 
symptoms. There was no evidence of opening 
of the fistula incipiens. 


CASE 5.—A. H., a 63-year-old man, was ad- 
mitted to Huron Road Hospital on July 11, 
1957. This patient was diabetic, with blood 
sugar levels sometimes as high as 300 and 
400 mg. per hundred cubic centimeters. His 
urologic history had begun eight weeks earlier 
with chills and with burning on urination. We 
also observed that at the time he had loose 
stools alternating with constipation. Finally, 
he passed gas and feces in the urine. His 
condition was poor on admission. 

An indwelling catheter was inserted and a 
cystoscopic study done. The most important 
observation in the bladder was an area of 
intense granulation tissue in the right poste- 
rior sector where little bubbles appeared from 
time to time. We were not able, however, to 
introduce a ureteral catheter into an opening 
connecting with the outside of the bladder. 

A pyelogram showed that the kidney pelvis 
and ureters were normal. Cystographic study 
did not reveal the cause of the sinus tract. 
Evidence was obtained, however, that a sig- 
moidovesical fistula existed. A barium enema 
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was administered, which clearly showed a 
sinus tract between the sigmoid and the blad- 
der. In fact, the bladder filled rather rapidly 
with barium. From this moment on, drainage 
and irrigation of his bladder by means of an 
indwelling catheter were maintained con- 
stantly, and all attention was directed toward 
building the patient up for the necessary sur- 
gical intervention and trying to stabilize the 
diabetes as well as possible. 

As a first step, a transverse colostomy was 
done on July 26. After this there was con- 
siderable patient improvement. The bladder 
urine was better, and the patient’s general 
condition was built up so that finally, on 
September 20, an operation could be done, with 
ureteral catheters inserted to prevent injury. 

There was a large inflammatory mass be- 
tween the bladder and the sigmoid joining 
both surfaces tensely together. The whole mass 
was resected out of the bladder and out of 
healthy sigmoid. An end-to-end anastomosis 
was done on the sigmoid, and the bladder open- 
ing was closed in three layers. Indwelling 
catheters were retained. The patient made a 
good recovery from this operation. 

Histologic examination showed chronic 
granulomatous reaction between the sigmoid 
and the bladder—rectovesical fistula—no ma- 
lignancy. Finally, on October 4, the transverse 
colostomy was closed and by October 20 we 
were able to discharge him. The indwelling 
catheter was removed shortly after the colos- 
tomy was closed and he urinated perfectly 
well. At the time of discharge the urine was 
still infected but cleared up gradually under 
ambulatory treatment with antibiotics accord- 
ing to the sensitivity observed at bacteriologic 
examination. 

The patient was seen recently and is now 
quite well and active. His diabetes is easily 
controlled with much smaller amounts of in- 
sulin than during his hospital stay. 

CASE 6.—J. S., a 71-year-old, alert, coopera- 
tive, small, thin white man, was admitted to 
Huron Road Hospital on April 19, 1957, be- 
cause of difficulty in voiding. His history re- 
vealed increasing difficulty in initiating the 
stream during the previous seven months. He 
also complained of nocturia (three to five uri- 
nations nightly), burning, urgency and diurnal 
frequency of urination. There was also a 
history of a loss of 10 pounds (4.5 Kg.) in 
weight during the past seven months, in spite 
of a good appetite. The past history was non- 
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contributory. The bowel habits had always 
been irregular. 


Physical examination revealed the patient to 
be fairly well developed. He was coherent and 
in no acute distress. The significant abnormal- 
ities observed were those of a well-defined, 
mobile mass in the left lower quadrant of the 
abdomen, somewhat tender and about 12 cm. 
in diameter; bilateral hydroceles and enlarge- 
ment of the prostate gland to about three 
times normal size. The gland was adenoma- 
tous, symmetric and freely movable. 


Urinalysis revealed 3 plus albumin, many 
leukocytes and innumerable bacteria. The he- 
moglobin level was 11.2 Gm. There were 14,450 
leukocytes per cubic millimeter of blood. The 
value for acid phosphates was 3.6 and that 
for blood urea nitrogen 28. The sedimentation 
rate was 101. 


On April 31, cystoscopic study revealed a 
large sessile tumor of the bladder lying on the 
left anterior lateral wall, about 5 cm. in diame- 
ter, and pronounced trilobar prostatic hyper- 
plasia. A biopsy specimen was taken and re- 
vealed adenocarcinoma. On April 25 the pa- 
tient began passing fecal material through the 
inlying urethral catheter, and a diagnosis of 
vesicointestinal fistula was made. On April 26 
a transverse colostomy was performed. Exam- 
ination revealed a tumor of the sigmoid at- 
tached to the bladder. On May 20 resection of 
the sigmoid and ileum, with end-to-end anasta- 
moses, partial cystectomy and left cutaneous 


ureterostomy were done. Recovery was slow — 


but by June 25 the patient had recovered suf- 
ficiently to be taken to the operating room 
again, and transurethral prostatic resection 
was done. His recovery was fairly uneventful, 
and he was discharged on July 138, voiding 
satisfactorily and passing urine well through 
the cutaneous ureterostomy. 


The pathologic diagnosis was papillary ade- 
nocarcinoma of the sigmoid with direct exten- 
sion into the bladder. There was no roentgen 
evidence of fistula in this case. 


The patient was readmitted to the Hospital 
in November for closure of the colostomy. 
Widespread malignant disease was observed, 
and he was discharged unchanged. He was re- 
ported to have committed suicide a few days 
later. 


CASE 7.—H. A., a 70-year-old white woman, 
entered the hospital on April 28, 1957, with 
the chief complaint of pain on voiding. About 
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four weeks earlier she had begun to notice 
burning, frequency, and urgency of urination, 
dysuria, and nocturia (four urinations in one 
hour). Recently she had begun passing tiny 
pieces of “mud,” which caused her great dis- 
tress. 

In August 1956 a hysterectomy and left 
oophorectomy had been done for carcinoma 
of the left ovary. Metastases were presumed 
to have occurred. The patient is a known 
diabetic and takes 40 units of H.P.H. insulin 
daily. 

Physical examination revealed the patient 
to be well developed, well nourished, alert and 
cooperative. Her appearance was in accordance 
with her stated age. There was a recent left 
rectus scar. No definite abdominal masses 
were palpable. Vaginal examination revealed 
a large, poorly defined mass fixed to the an- 
terior abdominal wall. A presumptive diag- 
nosis of intestinal-vesical fistula secondary to 
carcinoma of the ovary was made. 

Laboratory data were normal except for 
blood sugar levels varying from 185 to 270 
mg. per hundred cc. of blood. Urinalyses re- 
vealed many leukocytes, and erythrocytes, bac- 
teria and epithelium. Culture of the urine 
revealed E. coli. The hemoglobin level was 
60 per cent or 9.4 Gm. An electrocardiogram 
revealed sinus tachycardia of 115. 

On April 30, 1957, cystoscopic examination 
revealed a fistula 1.5 cm. in diameter, located 
medial and distal to the right ureteral orifice. 
Feces were seen to be coming through this 
opening. Retrograde pyelograms revealed right 
hydronephrosis and hydroureter. The left 
pyeloureterogram was within normal limits. 
A biopsy of the tissue about the fistulous 
tract was performed and was reported as 
showing acute and chronic cystitis. Cysto- 
grams were taken that showed the bladder 
and rectum, establishing beyond doubt the 
diagnosis of intestinal-vesical fistula. 

On May 2 a loop transverse colostomy was 
performed with no difficulty. The postopera- 
tive course was protracted by prolonged fecal 
drainage through the bladder and difficulty in 
the control of diabetes. The urinary drainage 
slowly cleared, and the patient was discharged 
fairly comfortable, but with a poor prognosis, 
on June 1. 

Her family moved from the area, and about 
one year after discharge she was known to be 
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living comfertably in a nursing home in Cali- 
fornia.* 

Comment.—This particular case demon- 
strates a large rectovesical fistula of such 
size that the bladder failed to fill satis- 
factorily with contrast media on cysto- 


grams. 
RESUME 


La fistule vésicosigmoidienne est rare, 
mais elle peut se rencontrer dans tout 
service urologique. L’affection primaire est 
en général localisée 4 l’intestin, le plus 
souvent sous forme de diverticulite. Les 
auteurs décrivent les symptoémes et pro- 
posent des moyens de diagnostic. I] faut 
toujours songer 4 la possibilité d’un début 
de fistule dans les cas de douleurs ab- 
dominales avec symptémes de cystite. Le 
carcinome du sigmoide compliqué de fistule 
pose un probléme en ce sens qu’il exige 
une excision trés large. Lorsque la fistule 
est secondaire 4 la diverticulite du sig- 
moide l’intervention peut étre pratiquée 
en un temps, mais il est préférable d’opérer 
aprés une colostomie transverse. 


SUMARIO 


A fistula sigmoide-vesical embora nao 
seja comum pode ser encontrada nos ser- 
vicos de urologia. A afeccao inicial é usual- 
mente intestinal e mais frequentemente a 
diverticulite. Os AA. descrevem os sinto- 
mas e sugerem os metodos diagnosticos. 
Nao se deve esquecer a possibilidade nos 
pacientes tem tem padecimentos colicos e 
apresentam sintomas de cistite. As fistulas 
complicando o Ca. sigmoide exigem ex- 
tensas excisdes. Nos casos de diverticulite 
do sigmoide a operacdéo pode ser feita em 
um estagio. E preferivel, porem, operar 
apoés uma colostomia transversa. 


*Since this paper was completed, 1 additional patient 
with an acquired vesicocolic fistula has been added to the 
series. In this patient the fistula followed total perineal 
prostatectomy for carcinoma. Surgical correction was accom- 
plished as described in Case 8, by colostomy, diversion of 
the urinary stream through cystost and dary peri- 
neal repair.—V.C.L. 
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RIASSUNTO 


Benché la fistola vescicosigmoidea non 
sia di comune osservazione, é possible os- 
servarla in ogni reparto urologico. La 
malattia primitiva é de solito nell’intestino, 
il pid spesso é una diverticolite. Gli autori 
deserivono la sintomatologia e i metodi 
per la diagnosi. Non bisogna dimenticare 
la possibilita di una fistola incipiente in un 
ammalato con affezioni del colon che abbia 
contemporaneamente sintomi di cistite; le 
fistole che complicano il carcinoma del sig- 
ma costituiscono un problema nei con- 
fronti della resezione estesa. Quando la 
fistola @ secondaria alla diverticolite del 
sigma, si pud fare un intervento completo 
nella stessa seduta. E’preferibile, tuttavia, 
operare dopo che é stata fatta una colos- 
tomia sul trasverso. 


RESUMEN 


Aunque la fistula vesico-sigmoidea no es 
cosa frecuente: se encuentra alguna que 
otra vez en los servicios de urologia. La 
lesi6n primaria suele ser de asa, y fre- 
cuentemente una diverticulitis. Los autores 
describen los sintomas y sugieren métodos 
diagnésticos. No debe olvidarse la posibili- 
dad de una fistula incipiente en los enfer- 
mos que con enfermedad célica tengan sin- 
tomas de cistitis. Las fistulas complicando 
el carcinoma sigmoideo presentan el prob- 
lema de sequerir una reseccién muy am- 
plia. Cuando la fistula es consecutiva a 
una diverticulitis de la sigmoide puede 
hacerse una operacién en un solo tiempo. 
Sin embargo siempre es preferible operar 
después de haber practicado una colostomia 
transversa. 

ZUSAMMENFASSUNG 


Wenn auch Fisteln zwischen der Harn- 
blase und dem Colon sigmoideum nicht 
haeufig sind, so kommen sie doch schliess- 
lich in jeder urologischen Abteilung zur 
Beobachtung. Die primaere Erkrankung 
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liegt gewoehnlich im Darm und besteht 
am haeufigsten in einer Diverticulitis. Die 
Verfasser beschreiben die Symptome und 
schlagen diagnostische Untersuchungsver- 
fahren vor. Wenn ein Kranker, von dem 
man weiss, dass er ein Darmleiden hat, 
Symptome eines Blasenkatarrhs aufweist, 
muss an die Moeglichkeit einer beginnen- 
den Fistel gedacht werden. Fisteln als Kom- 
plikation eines Krebses des Sigmoideums 
stellen ein Problem dar, da eine sehr um- 
fangreiche Resektion notwendig ist. Ist 
die Fistel die Folge einer Diverticulitis des 
Sigmoideums, laesst sich eine zur Heilung 
fuehrende Operation in einer Sitzung aus- 
fuehren. Es ist aber besser, die Operation 
nach einer Kolostomie des Querdarms aus- 
zufuehren. 
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Sick nursing is always tedious, risky and often disgusting; yet for a woman it 
can be the most satisfying work in the world. No one has ever fathomed the 
psychological power of a good nurse, but all have experienced it. Perhaps after 
all, there was something profound in Florence Nightingale’s belief that her mental 
influence over the patient could be attained only through self-discipline based upon 
self-denial. Can it be that in spite of all discoveries in pharmacology, the power 
of healing through the spirit is still the most powerful drug known to medicine? 
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HE head and neck in their relation 
T to the upper part of the thoracic re- 
gion presents a unique situation, in 
which their structures are particularly vul- 
nerable to injury. Motion is allowable at 
the facet joints as a short range of gliding 
in all directions so that anterior (forward 
flexion), sideward, and posterior (back- 
ward extension) tilting may be combined 
with rotation (torsion) and/or shearing 
(shift). Kottke of the University of 
Minnesota has specifically measured the 
degrees of range of motion contributed 
by the various segments involved, realis- 
tically revising previously published esti- 
mates. The various forces that may be in- 
volved in trauma to the head, the neck and 
the upper dorsal segments of the spine are 
compression, distention, bending, shearing 
ang torsion. At any time when the motion, 
in any of the aforementioned vector direc- 
tions, exceeds the normal allowable range, 
the structures on the side toward which 
the motion occurs suffer damaging forces 
of compression, while, at the same time, 
the structures on the opposite side suffer 
From the Billig Clinic, Los Angeles. 

Part of a symposium held at a meeting of the Mid- 
Atlantic Regional Division, United States Section, Inter- 


national College of Surgeons, Hot Springs, Virginia, 1957. 
Submitted for publication March 20, 1958, 
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Traumatic lesions of the head and 
neck have become immensely im- 
portant of recent years from the 
medicolegal as well as the surgical 
point of view. This article deals with 
compression fracture, other damage 
due to compression, shearing and 
bending force fracture, fracture and 
avulsion of the spinous processes 
and “whiplash” injuries, among oth- 
ers of a formidable list of possible 
accidents. Since some of these, if. the 
patient survives, may have severe 
and permanent sequelae from the 
psychic as well as the surgical point 
of view, the topic is one of the great- 
est possible current interest. The great 
difficulties that attend a just ap- 
praisal of industrial injuries and the 
employer's liability are pointed out. 











damaging forces of distention. The head 
and neck, swinging freely with the body 
as a base, may accumulate a considerable 
momentum, so that, when the limit of al- 
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liegt gewoehnlich im Darm und besteht 
am haeufigsten in einer Diverticulitis. Die 
Verfasser beschreiben die Symptome und 
schlagen diagnostische Untersuchungsver- 
fahren vor. Wenn ein Kranker, von dem 
man weiss, dass er ein Darmleiden hat, 
Symptome eines Blasenkatarrhs aufweist, 
muss an die Moeglichkeit einer beginnen- 
den Fistel gedacht werden. Fisteln als Kom- 
plikation eines Krebses des Sigmoideums 
stellen ein Problem dar, da eine sehr um- 
fangreiche Resektion notwendig ist. Ist 
die Fistel die Folge einer Diverticulitis des 
Sigmoideums, laesst sich eine zur Heilung 
fuehrende Operation in einer Sitzung aus- 
fuehren. Es ist aber besser, die Operation 
nach einer Kolostomie des Querdarms aus- 
zufuehren. 
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HE head and neck in their relation 
7 to the upper part of the thoracic re- 
gion presents a unique situation, in 
which their structures are particularly vul- 
nerable to injury. Motion is allowable at 
the facet joints as a short range of gliding 
in all directions so that anterior (forward 
flexion), sideward, and posterior (back- 
ward extension) tilting may be combined 
with rotation (torsion) and/or shearing 
(shift). Kottke of the University of 
Minnesota has specifically measured the 
degrees of range of motion contributed 
by the various segments involved, realis- 
tically revising previously published esti- 
mates. The various forces that may be in- 
volved in trauma to the head, the neck and 
the upper dorsal segments of the spine are 
compression, distention, bending, shearing 
and torsion. At any time when the motion, 
in any df the aforementioned vector direc- 
tions, exceeds the normal allowable range, 
the structures on the side toward which 
the motion occurs suffer damaging forces 
of compression, while, at the same time, 
the structures on the opposite side suffer 
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Traumatic lesions of the head and 
neck have become immensely im- 
portant of recent years from the 
medicolegal as well as the surgical 
point of view. This article deals with 
compression fracture, other damage 
due to compression, shearing and 
bending force fracture, fracture and 
avulsion of the spinous processes 
and “whiplash” injuries, among oth- 
ers of a formidable list of possible 
accidents. Since some of these, if. the 
patient survives, may have severe 
and permanent sequelae from the 
psychic as well as the surgical point 
of view, the topic is one of the great- 
est possible current interest. The great 
difficulties that attend a just ap- 
praisal of industrial injuries and the 
employer's liability are pointed out. 











damaging forces of distention.! The head 
and neck, swinging freely with the body 
as a base, may accumulate a considerable 
momentum, so that, when the limit of al- 
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lowable range of motion is reached ab- 
ruptly, the,forces aforementioned may pro- 
duce various types of structural damage 
in the neck." 

If the head and neck are forcibly swung 
forward, either in the “whip” or the “lash” 
component, past the limit of motion, one 
or more of the following injuries may be 
sustained : 

1. Compression fracture of one or more 
cervical vertebral bodies, with varying de- 
grees of loss of height and/or disruption 
of the vertebral plates. 

2. Compression damage from multiple 
ruptures of the delicate internal hydraulic 
structure of one or more of the interverte- 
bral discs (90 plus per cent water!), with 
permanent loss of height resulting in al- 
tered mechanical alignment of the cervical 
portion of the spine (reverse curve). With 
loss of height of the disc space, the adja- 
cent vertebral bodies teeter toward each 
other and, concomitantly, the posterior 
structures teeter apart, with the facet 
joints as the fulcrums. This causes ab- 
normal distention, with resultant tighten- 
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ing compression of the posterior struc- 
tures (ligaments, etc.) through which the 
nerves must pass. This may manifest 
itself as sensory and/or motor and/or sym- 
pathetic nerve signs and symptoms in the 
peripheral structures!”. Frequent observa- 
tions on the electromyograph? in the in- 
nervated muscles are polyphasic motor 
units owing to motor nerve fiber compres- 
sion damage, and fibrillation owing to 
complete interruption of continuity of 
some of the motor nerve fibers in the af- 
fected nerve. The polyphasic motor units 
may be observed within a few hours after 
the injury, but five to seven days must 
elapse before the fibrillation following 
complete interruption of the motor nerve 
fiber can be shown. With electromyo- 
graphic tests of all muscles supplied by the 
cervical and brachial plexuses, it is possi- 
ble, through knowledge of differential 
nerve root distribution to the muscles, ac- 
curately to localize the lesions. Not un- 
commonly the abnormal nerve compression 
of the cervical sympathetics on one side 
causes excessive dilation of the pupil of 


Fig. 1 (see text). 
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the eye on that side (opposite of constric- 
tion of pupil due to interruption of stimu- 
lus in Horner’s syndrome), with symptoms 
of blurred and distorted vision.!” 

3. Compression damage to the lips or 
margins of the vertebral! bodies. Fre- 
quently, the margin is mushed outward to 
resemble a long standing spur. Figure 1A 
shows a lateral cervical roentgenogram 
taken of a prominent surgeon’s neck (prior 
to injury) while he was acting as a sub- 
ject in teaching his technician proper 
roentgen ray technic. Figure 1B shows the 
same neck (of this 50-year-old surgeon) 
after a severe whiplash injury sustained 
when he was struck forcibly from the rear 
in a motor collision. The mushed-out an- 
terior lip margins of the sixth and seventh 
vertebral bodies and the loss of height 
of the intervertebral disc at the sixth and 
seventh cervical level are results of the 
compression forces of the lash phase (for- 
ward rebound) of the whiplash; by com- 
parison with Figure 1A, it is clear that 
they are NOT the result of “an old arthritis 
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Fig. 2 (see text). 


of many years’ standing.” Figure 1B also 
shows marked anterior lip avulsion of 
bodies at the seventh cervical and first 
dorsal level and posterior subluxations of 
the second on the third and the third on 
the fourth cervical, caused by the disten- 
tion forces on the anterior portions of the 
facet joint ligaments in the initial whip 
(backward) phase of the whiplash motion. 

4. Shearing and bending force fracture 
of the odontoid process. If the patient sur- 
vives initially, this type of fracture usu- 
ally heals with proper immobilization. 

5. Distention, torsion and bending force 
avulsion of the posterior portion of the 
facet joint ligaments with (a) anterior 
subluxation of one or both sides of one or 
more vertebrae on the adjacent underlying 
vertebrae (Fig. 2A), with Thomas collar 
immobilization in position of reduction 
(Fig. 2B) indicated; (b) dislocation of one 
or both sides of one or more vertebrae on 
the adjacent underlying vertebrae. The 
hazard of damage to the spinal cord is a 
pertinent issue, and immediate reduction is 
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imperative, with use, as indicated in the 
particular case, of decompression and/or 
traction (Crutchfield tongs) reduction, fol- 
lowed by immobilization and, if necessary, 
later fusion. 

6. Shearing and bending and compres- 
sion fractures of the laminae and/or 
facets. These are often difficult to visualize 
on the roentgenogram. Stereoscopic and 
oblique projections have been suggested, 
and recently B. F. Boylston of Houston has 
suggested an anterior-posterior projection 
with the head and neck maximally rotated 
and tilted to the side (Fig. 3, A and B). 
Immobilization is indicated. 

7. Distention force nerve root avulsion. 
See previous discussion of electromyo- 
graph under Point 2. 

8. Compression mushing fracture of the 
interbody joints (Luschka; Fig. 4). Her- 
niated intervertebral disc is prevented by 
these joints in the cervical region. The 
narrow posterior space between these 
joints is filled by a tough ligament that 
also seldom allows even a midline poste- 
rior protrusion of the disc. This has been 
nicely illustrated by the beautifully dis- 
sected specimens of Ruth Jackson of 
Texas. 





Fig. 3 (see text). 


9. Fracture or ligamentous avulsion of 
spinous processes. 

10. Distention tearing rupture of blood 
vessels, with hemorrhages and hematomas. 

11. Marginal fractures along the inter- 
vertebral canals, which at a later date may 
result in nerve-constricting traumatic 
arthritic overgrowth. 





Fig. 4 (see text). 
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If the head and neck are forcibly swung 
backward, either in the whip or the lash 
component, past the limit of motion, some 
of the following injuries may be sustained : 

a. Distention force avulsion of the an- 
terior spinous ligaments from the lips or 
margins of the bodies (with or without 
bony avulsion) (Fig. 1B). 

b. Distention and torsion and bending 
force avulsion of the anterior portion of 
the facet joint ligaments with (1) poste- 
rior subluxation of one or both sides of 
one or more vertebrae on the adjacent 
underlying vertebrae (Fig. 5, A and B), 
and (2) dislocation of one or both sides 
of one or more vertebrae on the adjacent 
underlying vertebrae. 

The importance of injuries to the neck 
as a source of pains in the head was first 
called to my attention in 1934 by an ortho- 
pedic attending surgeon, Sumner Roberts, 
at Massachusetts General Hospital. Dr. 
Roberts had been giving special attention 
to traumatic injuries to the neck, care- 
fully analyzing with roentgenograms the 
problem of partial dislocations (subluxa- 
ations) and dislocations of the facets. He 
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Fig. 5 (see text). 
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pointed out the extreme importance of 
these dislocations and called attention to 
the symptoms resulting therefrom, includ- 
ing residual head pains.** 

During World War II, when I served as 
a Commander with a base assignment at 
the California Institute of Technology for 
research on nerve physiology, it was called 
to my attention by the Naval Surgeon Gen- 
eral, Admiral Ross T. McIntire, that pilots 
landing on carriers were subjected to a 
considerable forward whip of the head and 
neck concomitant with the sudden decel- 
eration of the plane, and that when under- 
going catapult take-offs the pilots were 
subjected to a considerable backward whip 
of the head and neck concomitant with 
the acceleration. Signs and symptoms of 
interference with the nerve pathways sub- 
sequent to these injuries included lack of 
coordination in body positioning (righting 
reflex) and various autonomic cervical 
sympathetic signs referable to the head— 
neuralgia, dizziness, headache and distor- 
tion of vision. Considerable research and 
evaluation soon led to a nearly complete 
elimination of these injuries to the neck 
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by means of two simple and effective meas- 
ures, one being the placement of head rests 
in the planes to prevent the backward 
whip of the head and neck, and the other 
being the training of the pilot to hold his 
head and neck in a forward and downward 
position, with the chin on the chest, just 
the moment before “hitting the cables,” 
to prevent the sharp forward whip when 
the plane, together with the body of the 
pilot, is decelerated. With the advent of 
speed and congestion on the highways 
there have been innumerable rear-end col- 
lisions, during which the necks of the occu- 
pants of the cars are frequently subjected 
to either forward and/or backward whip- 
lash injury, furnishing a large case volume 
of data for evaluation of the resultant 
symptoms. 

ec. Shearing and bending and compres- 
sion fracture of the laminae and/or facets 
and/or facet bodies (Fig. 6, A and B). 

d. Distention force nerve root avulsion. 
See previous discussion of electromyo- 
graph. 

e. Shearing and bending fracture of the 
odontoid process. 

f. Fracture of the spinous processes. 

If the head and neck are tilted or ro- 
tated to the side, of if the striking force is 
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chiefly to the side at the time of injury, 
the exact position of the head and neck and 
the direction of force will determine which 
of the aforementioned injuries is most 
likely to occur. Torsion forces in combina- 
tion with sideward tilt may frequently ini- 
tiate unilateral subluxations or disloca- 
tions. 

Initial symptoms immediately following 
injury may be minimal. One or more of 
the following complaints are frequently 
voiced: “‘jerk of the neck” in either for- 
ward or backward movements, depending 
upon which of the movements focused the 
neck to the patient’s attention and not 
upon which came first; “dizziness,” “daze,” 
“nausea,” “poor coordination,” “‘a general- 
ized numbed feeling,” “blurred and/or dis- 
torted vision,” “pain and numbness shoot- 
ing into head, arms or down to low back 
from neck,” and localized sensory hyper- 
sensitivity to pressure over the involved 
cervical segment. This sensitivity extends 
to include the skin of the area and is simi- 
lar to the type described by S. Weir 
Mitchell in his writings on causalgia.*» 

Twenty-four hours after injury the neck 
usually begins to stiffen; muscle spasm 
may be detected, and the injured person 
may complain of pain and/or numbness 





Fig. 6 (see text). 
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Fig. 7 (see text). 


in the neck, in the head or outward to the 
shoulder and arm. Owing to the “splint- 
ing” from the muscle spasm and strain 
contracture of the collagen tissue fasciae 
and ligaments,** diagnostic roentgeno- 
grams at this time may not reveal sub- 
luxations, so it may be some time after 
injury before the subluxations become 
demonstrable (lateral views in full for- 
ward and full backward position of the 
head and neck are necessary). 

The peripheral motor, sensory, and auto- 
nomic nerves traverse the narrow cervical 
intervertebral canals and then pass 
through ligaments and fascial planes, so 
that any disturbance of mechanical align- 
ment may cause constriction compression 
stimulation of these nerves, with radia- 
tion of motor, sensory and autonomic nerve 
signs and symptoms to the neck, head, 
eyes, arms and hands. Mild hyperactivity 
of the gross reflexes in the arms may be 
discernible, and on occasion one may no- 
tice fibrillary twitchings in the muscles, 
indicating abnormal irritation stimuli of 
the motor nerve fibers. 

Symptoms of disturbance of cervical 
postural reflexes may be identified by a 
history of discoordination immediately fol- 
lowing the trauma. “Blurred vision,” un- 
related to ocular visual defects, may be 
complained of. In injuries with severe in- 
volvement the “blurred vision” is persist- 
ent, and in those in which the involvement 
is milder it is described as transitory. 
Some patients describe this symptom dif- 
ferently; e.g., “Objects seem to recede,” 
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or “I seem to lose my focus.” Observation 
of the eye during a test of the cervicodor- 
sal extent of rotatory mobility reveals 
wide, unilateral mydriasis (Fig. 7, A, B 
and C) regularly occurring with each 
forced rotation and persisting until the 
forced rotatory pressure is released. In 
many patients, active voluntary rotation 
of the neck to the limit of motion elicits 
the unilateral mydriasis. It is noteworthy 
that, during rotatory motion of the head 
and neck on the upper part of the back, 
there is also an exacerbation of the sen- 
sory nerve pain radiating into the periph- 
eral distribution. An even more note- 
worthy observation is that, in the presence 
of mydriasis, autonomic vascular phenom- 
ena occur on the ipsilateral side of the face. 
It is concluded that this combination of 
signs represents a form of hyperstimula- 
tion of the cervical sympathetic division, 
coming from the first, second and third 
thoracic nerves and traversing the cervical 
ganglia to be distributed to the head and 
eye from the superior cervical ganglia. In 
fact, the signs and symptoms elicited are 
exactly opposite to those present when the 
cervical sympathetic division has been in- 
terrupted (Horner’s syndrome). On occa- 
sion, patients have complained of intermit- 
tent and transient impairment of hearing. 
Whether this is due to interference with 
the patency of the eustachian tubes or to 
an autonomic phenomenon has not yet 
been determined. Other patients have at 
times complained of difficulty in swallow- 
ing. 
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Fig. 8 (see text). 


The careful study of causalgia dating 
back to S. Weir Mitchell’s descriptions and 
including analysis of the functional bal- 
ance of the autonomic nervous system as 
first brought to attention by J. N. Langley, 
as well as the studies of Leriche, has led 
many investigators into the field of auto- 
nomic nerve surgery as well as autonomic 
drug control therapy. In many ways the 
aforedescribed symptoms and signs in the 
head and eyes following cervical dorsal in- 
juries resemble those of causalgia,®” and 
it has been suspected that causalgia is 
connected with overfunction of the sympa- 
thetic nerves.* 

On the basis of this line of reasoning, 
a carefully planned remobilization of the 
neck and the upper part of the back, by 
means of progressive stretching exercises 
(Fig. 8, A and B), has been carried out in 
order to free the nerves from the constric- 
tion stimuli in their pathways through the 
contracted fascial ligamentous structures. 
This mobilization has been attended with 


gratifying elimination of the symptoms 
and signs. Once full rotatory range of 
motion in the neck and the upper portion 
of the spine has been obtained, the patients 
become symptom free.* It has also been 
noted, however, that if they do not con- 
tinue sufficient stretching exercises to 
maintain the full range of motion they are 
subject to recurrences. A number of pa- 
tients who, when they became symptom 
free, disobeyed instructions and stopped 
the active exercises completely have had 
to return for a repeat series of passively 
aided, progressive, gentle accumulative 
stretchings in order to regain the normal 
range of motion. Judicial use of adrenal 
cortical steroids (and ACTH) and colchi- 
cine aid greatly in the loosening of fibrous 
tissue contractures.*« 

Involuntary muscle contraction 
(“spasm”) and “fibrillary twitchings,” as 
well as peripheral sensory and autonomic 
signs and symptoms occurring in response 
to the nerve compression stimuli, may be 
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elicited, in testing, by positioning the 
patient’s neck so as to increase the neural 
compression irritation, through narrowing 
of the intervertebral canals or an increase 
in the compressing tension of the strain- 
contracted fibrous tissue surrounding the 
cells (e.g. sarcolemma, neurolemma), 
groups of cells and organs, and ramifying 
as fascial planes and ligaments.*« 

Initial treatment by distention traction 
(with head halter or “tongs”) is fre- 
quently advocated. In the absence of 
gross fracture-dislocation, however, if 
there are subluxations present, it is inad- 
visable to use traction that transmits dis- 
tention force to the facet ligaments, since 
the first consideration, at the initial stage 
after the injury, is to allow the facet joint 
ligaments to “tie down” in healing in or- 
der to minimize the danger of a perma- 
nently recurrent subluxation instability. 
Figure 9, A and B, shows the permanent 
subluxations present twenty-one months 
after the injury in a case in which initial 
extended distention traction with a head 
halter had been used. Careful lateral 
roentgen ray projection views should be 
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taken in full forced forward, neutral, and 
full forced backward thrust positions of 
the head and neck, and a Thomas collar 
fitted to hold the head and neck in the 
position that maintains reduction of the 
subluxations. After the Thomas collar has 
been worn for two to six weeks to allow 
maximum possible healing of the facet 
joint ligaments (Fig. 5, A and B), as de- 
termined by repeated lateral roentgeno- 
grams taken in the full forward thrust, 
neutral, and full backward thrust posi- 
tions of the head and neck, the time 
comes to loosen the fascial and ligamen- 
tous contracture resulting from the injury 
of strain at the time of the accident 
as well as from the immobilization in the 
Thomas collar. This may be done by 
gentle, progressive accumulative loosening 
through torsion stretching exercises per- 
formed several times to each side three 
times daily, care being taken not to place 
a strain on the facet joint ligaments, These 
exercises are done as forced rotations of 
the head and neck, carried each time just 
a little way past the restricted limit, so as 
to register a net gain each day. 





Fig. 9 (see text). 
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The residual complaints of headache* 
and facial neuralgia®* following these 
whiplash injuries to the neck may thus be 
yelieved. The autonomic blocking agents, 
e.g., methantheline bromide and chlor- 
promazine, or injections of a local anes- 
thetic at the cervical ganglia, are useful 
in controlling symptoms. 

Fractures, particularly those in the facet 
joints, tend to heal slowly and have as 
sequelae local traumatic arthritic changes 
(Fig. 6, A and B). The intensity and fre- 
quency of signs and symptoms will govern 
the decision whether or not to advise fu- 
sion of the cervical portion of the spine. 


COMMENT 


Much has been written and said by 
scientists, legal experts, economists and 
sociologists about the problem engendered 
by “whiplash injuries to the neck.” The 
scientific medical features of the injuries 
and symptoms involved have often been 
beclouded by the “aims” of the persons or 
groups concerned. 

1. Insurance protection has become a 
necessary facet of our fast-moving 
society. 

There is a necessity of holding down 
losses to bona fide injury claims. 
An attorney may be retained to rep- 
resent either the plaintiff or the de- 
fendant. 

Physicians and surgeons are re- 
tained to determine the extent of 
injury. 

The litigant’s attitude frequently is 
colored not only by the actual dam- 
age but by aggrieved and/or oppor- 
tunistic outlook as well. 

As has been shown in this article, 
the neck is a wondrously composed 
structure designed for smoothly syn- 
chronized function, any anatomic 
disturbance of which may cause dys- 
function. 
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7. Jerked necks (whiplash injuries) oc- 
cur during the course of nearly any 
automobile ride. The symptoms, in 
most instances, if they occur at all, 
subside within periods varying from 
minutes to a few days or weeks, 
without residual disability. If the 
trauma is severe enough, however, 
structural damage ensues. 

A situation has arisen in which the 
attitudes concerning this injury when it 
involves claims and rebuttals somewhat 
resemble the following example: (a) If 
one were to attend a night court or police 
desk in any large metropolis, one would be 
inclined to catch the impression that 
everybody was a crook: (b) If one were 
to attend his church and converse with the 
parishioners and his minister on a Sunday, 
he would get the impression that all was 
sweetness and light. 

Somewhere in between seems to be the 
median plane, and perhaps just where it 
is “God alone knows.” 


ZUSAM MENFASSUNG 


Unfallsverletzungen des Kopfes und des 
Halses haben in den letzten Jahren einen 
unerhoért wichtigen Platz sowohl vom ger- 
ichtsmedizinischen als auch vom chirur- 
gischen Standpunkt aus eingenommen. 
Die eindrucksvolle Liste vorkommender 
Verletzungen, die in der vorliegenden 
Arbeit aufgefiihrt wird, umfasst unter an- 
deren Kompressionsfrakturen, andere 
durch Kompression verursachte Schadi- 
gungen, durch Scherungs- und Beugungs- 
krifte erfolgte Knochenbriiche, Briiche 
und Abrisse der Dornfortsaétze und die 
sogenannten “Peitschenschlag’’ — Verlet- 
zungen. Angesichts der schweren und 
dauerhaften Schadigungen, die solche Ver- 
letzungen, wenn der Patient am Leben 
bleibt, sowohl vom psychologischen als 
auch vom chirurgischen Standpunkt aus 
mit sich bringen kénnen, handelt es sich 
um ein Thema von allergrésstem aktuel- 
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lem Interesse. Auf die grossen Schwie- 
rigkeiten, mit denen eine gerechte Bewer- 
tung industrieller Verletzungen sowie der 
Haftpflicht des Arbeitgebers verbunden 
ist, wird hingewiesen. 


RESUME 


Les lésions traumatiques de la téte et 
du cou ont pris depuis quelques années 
une importance de plus en plus grande 
tant du point de vue médico-légal que du 
point de vue chirurgical, et l’auteur dé- 
crit ici plusieurs variétés de fractures. Ce 
sujet revét une importance capitale du fait 
qu’en cas de survie du malade certaines 
lésions laissent des séquelles aussi bien 
psychiques que chirurgicales. Une juste 
appréciation des lésions dues aux accidents 
du travail et de la responsabilité de l’em- 
ployeur présente de nombreux problémes. 


RIASSUNTO 


Le lesioni traumatiche del capo e del 
collo sono divenute estremamente impor- 
tanti in questi ultimi anni tanto dal punto 
di vista chirurgico che medico-legale. 
Questo articolo tratta delle fratture com- 
primenti, delle lesioni da compressione, 
delle fratture da flessione, delle fratture 
con strappamento dei processi spinosi, e 
di molte altre fra le tante lesioni possibili. 
Questo argomento presenta un interesse 
eccezionale e di grande attualita poiché 
molte di queste lesioni possono non causare 
la morte ma essere seguite da postumi a 
carattere permanente. Viene sottolineata 
la grande difficolta nel valutare le lesioni 
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a carattere professionale e i rischi dei 


lavoratori. 
RESUMEN 


El tratamiento de las lesiones de la 
cabeza y el cuello es un hecho hextraordi- 
nariamente importante en los tltimos tiem- 
pos tanto desde el punto de vista quirtr- 
gico como del médico legal. En este articulo 
se trata de las fracturas con compresi6n, 
otros trastornos debidos a la compresi6n, 
fracturas en la flexién, fracturas con avul- 
sién de las apéfisis espinosas y las llamadas 
lesiones de latigazo entre esta formidable 
lista de posibles accidentes. Puesto que 
algunas de estas lesiones, si el enfermo 
sobrevive, pueden tener secuelas perma- 
nentes tanto psiquicas como quirtrgicas, 
constituyen un tema del mayor interés 
actual. Destaca de una manera especial la 
calificacién de estas lesiones cuando se 
refieren a accidentes de trabajo. 
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Fractured Hips 
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GREAT many reports on the results 
A of the various modes of treatment 
of patients with fractured hips are 
available in the literature.! This study is 
intended to add some additional data. In 
this report are presented the results of an 
extensive study made of 100 cases of frac- 
tured hips treated in a general city hospi- 
tal. The data obtained from this study 
have been subjected to a critical analysis, 
and the results are presented. 
Material and Method.—One hundred un- 
selected consecutive admissions with frac- 
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A critical study of 100 cases of 
fractured hips treated in a general 
city hospital has been made, and re- 
sults of the treatment are presented. 

Of these fractures, 54 per cent 
were fractures of the femoral neck 
and 46 per cent intertrochanteric. Dit- 
ferential and comparative data as to 
their different anatomic types are 
presented. 

The authors conclude that, on the 
basis of this study, continued early 
operative fixation of a fractured hip, 
regardless of the “anatomic type,” 
appears to be the treatment of choice. 
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tured hips to the hospital in a fifteen month 
period (1956-1957) were studied. The en- 
tire information obtained from each pa- 
tient was placed on a separate card, which 
became a permanent record in “capsule 
form” of each case. All the basic and com- 
parative data were then tabulated and 
subjected to critical analysis. All in-pa- 
tients were examined, and information as 
to their physical and anatomic (roentgen) 
status was obtained. A follow-up on the 
patients discharged from the hospital was 
obtained by means of a detailed question- 
naire sent and replies analyzed. 

Background.—All patients in this study 
were white. Most belonged to low income 
groups, coming from a_ working-class 
neighborhood. 

Sex: There was a great preponderance 
of female patients in this study, 81 female 
and 19 male patients, as is shown in Ta- 
ble 1. 





TABLE 1.—Sex Incidence 








Number of 
Sex Patients 
Male 19 
Female 81 
Total 100 





Age: The patients’ ages varied from 38 
to 96. The great majority, however, were 
between 61 and 90 years of age (Table 2). 
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TABLE 2.—Age Incidence 








Age, Number of 
Years Patients 
31-40 1 
41-50 3 
51-60 6 
61-70 22 
71-80 35 
81-90 30 
91-100 3 
Total 100 





Anatomic Types: The fractures were 
classified according to whether they were 
fractures of the femoral neck or of the 
intertrochanteric type. Fractures of the 
neck were further divided into “capital,” 
“midneck,” or “low neck” fractures (Ta- 
ble 3). They were further classified as to 
the angle of fracture, i.e., as to whether it 
was nearly horizontal or vertical; also, as 
to whether or not the fragments were dis- 
placed. The intertrochanteric fractures 
were classified according to whether they 
were comminuted or noncomminuted and 
whether or not displaced (Table 4). 





TABLE 3.—Type of Fracture 








Type of Number of 

Fracture Patients 
Neck: 54 

Capital 13 

Middle 25 

Low 16 
Angle: 

Vertical 28 

Horizontal 26 








TABLE 4.—Communition and Displacement 








Number of 

Type of Fracture Patients 
Intertrochanteric: 46 

Comminuted 34 

Noncomminuted 12 
Total fractures 100 
Number displaced 51 
Number undisplaced 49 
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TABLE 5.—Duration of Fracture 
Before Treatment 








Duration 
Fracture 
(From Time 
of Fracture 
to Admis- Number of 
sion), Days Patients 
1 Tt 
2-7 23 








TABLE 6.—Interval Before Operation 





Surgery 





(From Time of Number of 

Admission) Patients 
Within 5 days 72 
1-3 weeks 28 





It appears from these data that there was 
a slight preponderance of fractures of the 
femoral neck over the intertrochanteric 
type, though not quite large enough to be 
significant. ‘“‘Midneck” fractures ap- 
peared to be the commonest type of frac- 
tures of the femoral neck. The angle of 
fracture line and displacement did not 
appear to be statistically significant. A 
majority (34) of the intertrochanteric 
fractures were extensively comminuted, 
as against 12 of the noncomminuted type. 

Duration of Fracture and Time of Sur- 
gical Intervention: A great majority of 
patients (77 per cent) were admitted with- 
in twenty-four hours after the injury. A 
significant number, however (23 per cent), 
were admitted between two and seven days 
after the injury. Some of these patients 
continued to be ambulant, with varying 
degree of functional disability, before ad- 
mission (Table 5). 

A majority of the injured patients (72 
per cent) were operated upon within five 
days of admission; a significant number, 
however, 28 per cent, waited from 1 to 3 
weeks before surgical treatment was 
given (Table 6). Most of the patients 
belonging to this “late” group had some 
uncontrolled associated disease that re- 
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quired intensive medical therapy before 
the patient could be operated on. 

Associated Diseases: Cardiac disease 
appeared to be the commonest associated 
disease in these injured patients, being 
present in 26 per cent. Senility and other 
organic neurologic changes were present 
in 12 per cent. This certainly complicated 
the nursing care and the outcome. Pul- 
monary diseases, such as chronic emphy- 
sema, bronchitis and tuberculosis, meta- 
bolic diseases, i.e., diabetes, were present 
in 5 and 7 per cent respectively. Many of 
the diabetic patients became “out of con- 
trol,” owing perhaps to “stress” conse- 
quent to injury, or had been initially 
neglected prior to admission (Table 7). 

Technical Considerations.—Ninety pa- 
tients were given definitive operative 
treatment. In all, 93 definitive operations 
were performed, 3 on previous “failures.” 
The commonest operation was reduction 
and fixation of the fracture with the Smith- 
Petersen nail and the McLoughlin bar for 
additional fixation to the shaft of the 
femur. Most of the intertrochanteric frac- 
tures and fractures of the lower part of 
the neck of the femur were treated in this 
manner. The Smith-Petersen nail alone 
was used in 36 cases, mostly for “capital” 
or “midneck” fractures. McMurray’s oste- 
otomy as a definitive procedure was per- 
formed in 1 case only, that of a patient 
with a fracture of the femoral neck. Two 
prosthetic procedures and a secondary oste- 
otomy were performed in cases of previous 
“failure,” accompanied with nonhealing 
and neck absorption (Table 8). 





TABLE 7.—Associated Pathologic Conditions 








Associated Number of 

Diseases Cases Percentage 
Cardiac 26 26 
Pulmonary 5 5 
Metabolic a “§ 
Neurologic 12 12 
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TABLE 8.—Operations: Number and Type 

















Number of Patients Undergoing Operation 90 
Number of Operations 93 
Type of Operation 
S.P. Nail 36 
S.P. Nail & Plate 53 
Prosthesis 2 
Osteotomy 2 
TABLE 9.—Anesthesia 
Type of Number of 
Anesthesia Cases 
General 29 
Spinal 52 
Local 13 





Spinal anesthesia was the commonest 
type of anesthesia used (in 52 cases). 
General anesthesia was used in 29 cases, 
and in 1 case both spinal and general 
anesthesia were required. Local anesthesia 
was used in only 13 cases. The patients 
in these 13 cases were extremely debili- 
tated, with chronic cardiopulmonary dis- 
ease, and were considered extremely “‘poor 
risks” for any other type of anesthesia 
(Table 9). 

The average operating time ranged be- 
tween one and three hours. All operations 
were performed by the resident staff, their 
technical skill being a “constant factor” 
in this evaluation. 


Complications.—Local: Among the 90 
patients operated upon there were 9 in 
whom local changes developed at the frac- 
ture site; e.g., slipping out of the nail, 
with or without neck absorption. On a 
critical review of these cases, technical 
faults, e.g., an unsatisfactory reduction of 
the fracture or improper placement of the 
Smith-Petersen nail, appeared to be the 
most important causative factor. 


General: Pulmonary complications, e.g., 
bronchopneumonia and lobarpneumonia, 
were a postoperative complication in 4 
cases, resulting in the death of all 4 pa- 
tients. Cardiac complications, e.g., conges- 
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TABLE 10.—Complications 





Operative Complications 


A. Local—Neck absorption, 
slipped nail, ete. 

B. General—(Resulting in death) 
Pneumonia 
C.H.F. 
M.I. 
Senility 
Infection & general debility 
Undetermined 








Nonoperative Complications 
Pneumonia 
C.V.A. 

C.H.F. 
Undetermined 








TABLE 11.—Results 





24 
16 
8 


24% 
17.7% 
80% 


Deaths 
Postoperative 
Nonoperative 





tive heart failure, was the cause of death 
in 2 cases and myocardial infarction in 1 
case. Senility, most commonly associated 
with refusal to eat, accompanied with an 
apparent total loss of the will to live, ap- 
peared to be the cause of death in 3 elderly 
patients. Wound infection followed by gen- 
eral debility was the cause of death in 1 
case; in 5 the cause was undetermined, 
death being sudden, The presumptive evi- 
dence was in favor of a cardiorespiratory 
cause (Table 10). 

Among the 10 patients not undergoing 
any surgery, again, cardiorespiratory com- 
plications appeared to be the principal 
cause of death (Table 10). 


Results——Of the 100 patients studied, 
24 died. Of the 90 patients operated upon, 
16 died postoperatively—a mortality rate 
of 17.7 per cent. Of the 10 patients treated 
conservatively, 8 died while in the hospi- 
tal, with a mortality rate of 80 per cent 
(Table 11). One was transferred to a 
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mental institution because of uncontrolled 
psychosis. One patient with a minimal 
impacted intertrochanteric fracture was 
treated conservatively and did well (Table 
12). The high mortality rate in nonopera- 
tive cases does not entirely reflect the re- 
sult of this mode of therapy. These pa- 
tients were of the extreme old age group 
and were crippled with uncontrollable as- 
sociated systemic diseases, and therefore 
any surgical procedure was absolutely 
contraindicated. 

The anatomic results of patients under- 
going operation were judged by the latest 
roentgen data as to the position of frag- 
ments, extent of healing, and the position 
of the nail or prosthesis in relation to the 
bone trabeculae and the lines of force. 
These were judged as “good” when they 
satisfied the following criteria: 

1. Good reduction of bone fragments. 

2. Good roentgen evidence of healing 
with callus formation. 

3. Good position of nail—well within 
the head of the femur and lying just below 
the midportion of the substance of the 
neck, along the lines of force and just 
above the inferior cortex of the neck. 

On the basis of these criteria 38 pa- 
tients, or 42.2 per cent, were considered 
to have good results. The results of the 
surgical treatment of fractured hips were 
considered “fair” when, although they did 
not strictly satisfy all the aforementioned 
criteria, the reduction of fragments was 
acceptable and the Smith-Petersen nail 
was still within the confines of the bony 
fragments. On the basis of this, 28 pa- 
tients, or 31.1 per cent, were classified as 
showing fair results. Patients who showed 
poor fracture alignment and the nail out- 
side the confines of the bony cortex, e.g., 
through the head into the hip joint or 
breaking through the cortex of the neck, 
were considered “poor.” There were 24 
such cases, or 26.6 per cent, in this series 
(Table 13). 
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TABLE 12.—Data on 16 Operative Deaths 




















= 3 = 
aie ap & 
i i Se ee 
$8 s &s 8 & 3 2 
oa ew fs 8 
7 6 1 9 2 5 2 
Nonoperative Deaths—8 
i, 4 0 4 2 1 
Total 11 10 1 13 4 6 3 
TABLE 13.—Anatomic Results 
: 
3 z 
3 . 32 3 
oe a 
* - é —. 
H e§ : S $3 
& zs Cy ai 3 
Good 38 42.2 21 17 
Fair 28 31.1 16 12 
Poor 24 26.3 13 11 








TABLE 14.—Functional Results 





Type of Fracture 





3 - 
‘ett: Gee. 
3S oa o ’ z 
Functional Results 5 2 “3 s s 
FAS) Sz £s 
Rehabilitated: 

Complete, with cane 
or independent 14 7 7 
Partial, with crutches 18 10 8 
Wheelchair existence 43 23 20 
Bedridden 1 1 0 
Deaths 24 13 11 
Total 100 54 46 





An analysis of the functional results in 
these cases was performed on the basis of 
their ability to be mobilized; whether the 
patients were independently active, with 
a cane or crutches or in a wheelchair, or 
whether they were bedridden. Thirty-two 
patients became independently mobile, or 
mobile with the aid of cane or crutches. 
Breaking these figures down into the ana- 
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tomic type of fractures revealed no signifi- 
cant trend (Table 14). 

Forty-three patients were found to be 
leading a “chair existence.” However, 
these patients were far easier to handle 
from the nursing point of view and many 
of them were able to go home and required 
only moderate assistance. Only one pa- 
tient was completely bed-ridden. The 
anatomic type of fracture did not appear 
to have any significant relationship to the 
functional result (Table 14). 


COMMENT 


On a further analysis of the results and 
correlation of them with the available data 
in these cases, it appeared that most of 
the deaths and poor results obtained oc- 
curred in patients from 70 to 90 years of 
age. This apparently coincides with the 
higher incidence of fractures in the same 
age group (Fig. 1). An unsatisfactory 
technical procedure was certainly accom- 
panied with a higher rate of failure. Se- 
verity of associated systemic diseases ap- 
pears to have a significant effect on the 
outcome. Various anatomic types do not 
appear to have a significant effect on the 
mortality rate in these cases (Fig. 2 and 
Table 12). 


Follow-up.—A follow-up on the patients 
discharged after operation was attempted 
in all cases. A detailed questionnaire was 
prepared, with special reference to func- 
tional ability of these patients as compared 
to their status prior to injury. 

In analyzing the total status of the pa- 
tients studied in this report, it appeared 
that approximately 42.1 per cent of the 
surviving patients were completely or par- 
tially rehabilitated and that 57.9 per cent 
more or less led a semi-crippled or “chair 
existence.” Considering their age and the 
amount of functional activity expected of 
them, however, this did not seem quite so 
dismal. Certainly those who were leading 
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the so-called “chair existence” presented 
far easier problems of nursing care than 
if they had been confined totally to bed. 


CONCLUSIONS 


A critical study of 100 cases of frac- 
tured hips treated in a general city hos- 
pital has been made, and results of the 
treatment are presented. 

Of these fractures, 54 per cent were 
fractures of the femoral neck and 46 per 
cent intertrochanteric. Differential and 
comparative data as to their different 
anatomic types are presented. 

Ninety per cent of the patients have 
been operated upon, with an operative 
mortality rate of 17.7 per cent. Ten of 
the patients were treated conservatively, 
with a mortality rate of 80 per cent. The 
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main reasons for this nonoperative treat- 
ment were extreme old age, general debil- 
ity and uncontrollable associated diseases. 
This mortality rate, therefore, though ad- 
mittedly very high, does not truly reflect 
the result of nonoperative conservative 
treatment. 

Cardiorespiratory complications and 
senility were the outstanding causes of 
morbidity and mortality in the cases 
studied. 

On the basis of this study, a continued 
early operative fixation of a fractured hip, 
regardless of the “anatomic type,” appears 
to be the treatment of choice. 


Authors’ Note: We are indebted to the various 
chiefs of the Surgical and Orthopedic services 
for the privilege of using their material, to the 
Record Librarian for her cooperation in making 
the records available, and to Mrs. Hoffeld and 
Miss Kaufman for preparing the text of this 
report. 


SCHLUSSFOLGERUNGEN 


Es liegt eine kritische Untersuchung von 
100 in einem allgemeinen stadtischen 
Krankenhaus behandelten Hiiftfrakturen 
und ein Bericht iiber die Ergebnisse der 
Behandlung vor. 

In 54 Fallen handelte es sich um Schen- 
kelhalsbriiche, in den iibrigen 46 um in- 
tertrochantiére Frakturen. Die verschie- 
denen anatomischen Formen werden 
unter vergleichenden Angaben angefiihrt. 

Neunzig der Kranken wurden operiert; 
die Operationsmortalitat betrug 17.7 Pro- 
zent. Zehn Patienten wurden konservativ 
behandelt mit einer Sterblichkeitsrate von 
80 Prozent. Die Hauptgriinde fiir nicht- 
operative Behandlung bestanden in dus- 
serst vorgeschrittenem Alter, allgemeiner 
Schwache und gleichzeitig bestehenden un- 
heilbaren Erkrankungen. Die, wie zuge- 
geben wird, sehr hohe Sterblichkeitsziffer 
gibt daher kein reines Bild von den Erfol- 
gen nicht-operativer konservativer Be- 
handlung. Die hervorragenden Griinde 
fiir die Krankhaftigkeit und Sterblichkeit 
der untersuchten Fille liegen in der Seni- 
litét der Kranken und in Komplikationen 


303 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


seitens des Kreislaufs und der Atmungs- 
organe. 

Auf Grund der vorliegenden Untersu- 
chung scheint die friihzeitige operative 
Fixierung des Hiiftenbruches ohne Riick- 
sicht auf seine “anatomische Form” die 
Behandlung der Wahl zu sein. 


CONCLUSIONES 


Se presenta un estudio critico de 100 
casos de fracturas de la cadera tratadas 
en el Hospital General de una ciudad dando 
cuenta de los resultados. De tales frac- 
tures 54% lo fueron del cuello, y 46 inter- 
trocantéreas. Se presentan los datos dife- 
renciales y comparativos que proporciona 
cada tipo anatémico de fractura. 

90% de los lesionados fueron operados 
con una mortalidad de 17,7%. En 100 de 
ellos se aplicé el método conservador con 
una mortalidad de 80%. Los principales 
causas de este tratamiento no quirtrgico 
fueron la edad avanzada, la debilidad gene- 
ral y las enfermedades asociadas impo- 
sibles de dominar. De esta forma el indice 
de mortalidad, aunque muy alto, no refleja 
la realidad de lo que representa el trata- 
miento conservador en si mismo. Las 
complicaciones cardioespiratorias y la 
senilidad han sido las causas predominan- 
tes de morbilidad y mortalidad en los casos 
estudiados. 

Del presente estudio se deduce que la 
fijacién operatoria precoz de la cadera 
fracturada cualquiera que sea su tipo con- 
stituye el tratamiento de eleccion. 


RIASSUNTO 


Viene presentato uno studio critico su 
100 casi di fratture dell’anca trattate in 
un ospedale generale cittadino. Di queste 
fratture il 54% era del collo femorale e il 
14% erano intertrocanteriche; vengono 
descritti i differenti aspetti di entrambe. 

Il 90% dei malati venne operato, con 
una mortalita operatoria del 17,7%. Altri 
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10 malati furono trattati conservativa- 
mente, con una mortalita dell’80%. Le 
principali ragioni per non _ intervenire 
furono |’eta molto avanzata, le cattive con- 
dizioni generali e le malattie associate. La 
quota di mortalita, pertanto, beneché co- 
munque molto elevata, non riflette con sin- 
cerita i dati della cura conservativa. Nei 
casi studiati le complicanze cardiorespira- 
torie e la senilita furono le cause princi- 
pali della morbilita e della mortalita. 

Sulla base di questo studio la cura di 
scelta appare la fissazione operativa pre- 
coce, indipendentemente dal tipo anato- 
mico della frattura. 


CONCLUSIONS 


L’auteur s’est livré a ]’étude critique de 
100 cas de fractures de la hanche traités 
dans un hopital de chirurgie générale 
(centre urbain) et en expose les résultats 
thérapeutiques. 

54% étaient des fractures du col du 
fémur, 46% des fractures intertrochan- 
tériennes. Ce travail contient des données 
comparatives et différentielles quant a 
leurs types anatomiques variés. 

90% des cas ont été opérés, avec une 
mortalité opératoire de 17.7%. 10% ont 
subi un traitement conservateur, avec une 
mortalité de 80%. Le traitement conser- 
vateur a été dicté par un Age trés avancé, 
un état de déficience générale et des affec- 
tions concomitantes incurables. II en ré- 
sulte que le taux de mortalité trés élevé 
de ces derniers cas n’est pas le reflect 
exact des résultats du traitement conser- 
vateur, la plupart des complications et des 
décés étant dus des troubles cardiorespira- 
toires et a l’Age avancé des patients. 

Il ressort de cette étude qu’une fixation 
opératoire permanente parait étre le trai- 
tement de choix des fractures de la hanche, 
& quelque type anatomique qu’elles appar- 
tiennent. 





eae & & 


_—- Ae FF FO el 


VOL. 32, NO. 3 


CONCLUSOES 


Apresenta um estudo critico e os resul- 
tados de 100 casos de fracturas do femur 
das quais 54% intratrocantericas. Citam 
os aspectos diferenciais e comparativos dos 
tipos anatomicos. 

Noventa por cento dos pacientes foram 
operados com mortalidade de 17.7%, e 
10% tratados conservadoramente com 
mortalidade de 80%. As contraindicacoes 
para nao operar sao idade avancada, debi- 
lidade geral e molestias associadas. As 
complicagées cardio-respiratorias e senili- 
dade foram as maiores causas da morbi- 
dade e da mortalidade nos casos estudados. 
Cim base neste estudo revelam que uma 
fixacao cirurgica precoce deve ser feita nao 
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interessando 0 tipo anatomico, como trata- 
mento de escolha. 
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Body-snatching has provided a remarkable literature. . . . But of all the records 
the most enlightening and vivid is the contemporary Diary of a Resurrectionist 
written by a body-snatcher. For grim laconic eloquence this diary must surely 
stand alone, even in an age when letters and diaries formed such a large part of 
our social background. It is a short work of only sixteen leaves, There are no entries 
for the summer months when the dissecting-rooms were closed, A full moon too 
impeded the work. “The moon at the full, could not go,” runs one entry. The 
activities of the gang seem to have been held up from time to time also by drunk- 
enness, and there are several entries like this, “Intoxsicated all day, at night went 
out and got 5 Bunhill Row, Jack all most buried.” Quarrels amongst members of 
the gang and rivalries with other gangs appear to have been not uncommon, Thus, 
“Went to White Chapell did not succeed, came back went to St. Johns, the other 
party got the adult, coming back with the ladder, Bill got taken unto the Watch- 
house, with the ladder, came home.” The men spent their daylight hours scouting 
for burials, for information about suicides and other unsavoury incidents which 
might yield material for their trade. Finally the diary closes with the following 
illuminating entry, “Remained at Barth packing up for Edinboro sent 12 to wharf 
for the above place, at home all night.” The diarist, referred to simply as “N,” 
was evidently better educated than the rest of his confederates in crime and gives on 
one page the method for calculating the phases of the moon, a knowledge of which 
was doubtless essential. Eventually, he was helped to an honest way of life by 
Sir Astley Cooper, who in his student days had been a pupil of John Hunter, and 
knew the ways of the body-snatchers intimately. 

—Gloyne 
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Resumen de Nueve Casos de Atrofia Cronica 
Muscular Progresiva Tratados Hormona de 
Crecimiento por Via Endo- Arterial: 
Nota Preliminar 


(Review of Nine Cases of Chronic Progressive Muscular 
Atrophy Treated by Endo-Arterial Hormone Therapy: 
Preliminary Report) 


EDMUNDO HENRIQUEZ INCLAN, M.D., 
Y Q. F. B. LORENZO LOPEZ ZEPEDA, M.D. 


MEXICO D. F., MEXICO 


ON esta designacion o la de atrofias 
& cronicas musculares progresivas se 
llaman desde hace algun tiempo, por 
varios clinicos e investigadores, a un con- 
junto de sufrimientos que afectan, de pre- 
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The authors review 9 cases in 
which the patients had had chronic 
progressive muscular atrophy for 
periods ranging trom two to twenty 
years. Both sexes were represented. 
The literature is reviewed, and the 
authors present the problem from the 
etiopathogenic, biochemical, anatom- 
opathologic and therapeutic points 
of view, with statistical data on the 
incidence of this condition and the 
morbidity rate associated with it. 
Their own experience, including the 
indications for this study and the re- 
sults obtained, is reported. 
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ferencia, los musculos de las extremidades, 
tamto superiores come inferiores, que 
son de etiologia incierta marcha de gran 
cronicidad, sin terapeutica efectiva, y que, 
ademas tienen como denominador comun 
un ataque a las neuronas motoras periferi- 
cas, en alguna e poca de su evolucién, como 
lo sefalan ya, Pier Marie! y Grinker.? 

La primera descripcion historica de 
atrofias, aparece en 1789 por Underwood.* 

Ajfios mas tarde, en 1849, Aran descrive 
una variedad de atrofia, de manera 
maravillosa, dados los conocimientos de 
la epoca; y poco despyes Duchens, amplia 
los datos clinicos e insinua el factor fami- 
liar, que tambien lo sefiala Bouardel.* 

El primer estudio histo-patologico, lo 
realiza Cruvelhier, en un saltinbanki que 
padecio, la ya conocida henfermedad de 
Aran-Duchens, con lesiones medulares, 
musculares y en nervios perifericos. 

Consideraciones Etio-Patogenicas. — La 
mayor parte de autores, como barraquer,® 
Brenemans® y Costero,7? muestran una 
carencia de comocimientos incontroverti- 
ble, sobre las causas de estos males. 
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Hoff* piensa que la causa, sean excita- 
ciones en el para-simpatico, continuas y 
permanentes, durante mucho tiempo. 

Ultimamente Ken-Kuré,® demuestra al 
excitar el vago, atrofias experimentales 
musculares en animales. 

Se ha discutido tambien mucho, sobre la 
influencia de traumatismos psiquicos. Tur- 
ner,!° revisa 70 casos y no lo comprueba. 

El factor hereditario, existe en tipos 
como Charcot-Marie, lo que fue amplia- 
mente demostrado, hace mucho tiempo por 
Erb quien lo encontro en un 56%. 

Hay otros tipos, en que este factor no 
se comprueba, como dice Orlando" en el 
Aran-Duchene. 

Consideraciones Bio-Quimicas. — Hoff* 
dice, los trastornos de inervacion sim- 
patica, producen anormalidades metaboli- 
cas en la creatinina y la glicocola, que al 
fin descencadenan trastornos troficos. 

En este padecimiento la creatinina se 
libera muy poco por la orina, al grado de 
que existe una prueba, en la que, sumini- 
strando 3 gramos, y no habiendo elimina- 
cion por la orina, el paciente sufre atrofia 
muscular, No obstante Pearson,!? cita 
casos en que no se observa este fenomeno. 

Las ribosurias urinarias, modificacas en 
su eliminacion urinaria, para algunos, son 
negadas por autores como Ranzoni, Wald 
Lam y Gildea.* 

Pearson, encuentra en los musculos afec- 
tados, disminucion en la cantidad de la 
mio-globina, lo mismo que la miosina y del 
adeno-sin-trifosfato, y supene que existen 
conbinaciones deficientes del fierro. 

Consideraciones Anatomo-Patologicas.— 
Las podemos dividir en dos aspectos: 

A) Macroscopico.—El alargamiento que 
puede aparecer en un principio en las par- 
tes proximales y distales de una extremi- 
dad, segun sea la forma, va aumentando 
con el tiempo, siendo una de las caracteris- 
ticas de estos males. 

Los musculos pueden presentar dos 
tipos; uno que aparecen normales sin 
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serlo, en cuanto a su volumen, y el otro, en 
que se ven francamente atrofiados. 

B) Microscopico.—En el estudio micro- 
scopico de un biceps, realizado en uno de 
nuestros caos por el Dr. Zapiain (Aran- 
Duchene), se encontro en la hora O: Fibras 
musculares rodeadas de edema, muye es- 
casas, nucleos sarcolemicos, escasos capi- 
lares. 

Estos resultados son parecidos a los que 
aporta Grinker.? 

A los 2 meses de tratamiento, se encuen- 
tra: abundantes capilares, mayor numero 
de fibras musculares (C.239-56-Biceps) . 

En otro de nuestros casos, forma Char- 
cot-Marie, en un tibial anterior, el Dr. 
Zapiain, encomtro en la hora O: Escasas 
fibras musculares, pocos capilares y abun- 
dante tejido grasoso. A los dos meses de 
tratamiento, hay numerosas fibras muscu- 
lares, mayor estriacion de ellas, aumento 
en el numero y grosor de capilares (C.309- 
10-56-Tibial) . 

En los nervios perifericos son constantes 
las degeneraciones mielinicas y atrofias 
mas o menos visibles segun el grado de 
evolucion de estos males. 

Con el tiempo se observan las cromatoli- 
sis y degeneraciones grasas comodice 
Welcher."* 

En la medula en los cordones antero- 
laterales, la mielina toma el aspecto de 
gruesas bolas, posteriormente se observan 
degeneraciones progresivas, como relatan 
Wyman" y Welcher’* en las neuronas de 
los cuernos-anteriores. 

Datos de Gabinete.—Los estudios de las 
corrientes: Faradica, Galvanica y Cron- 
axia, tienen una gran inportancia, ya que 
el grado de atrofia, es susceptible de equi- 
latarse segun las respuestas electricas que 
se observen, como lo dicen Bouardel, Grin- 
ker y Long. 

Aquellos musculos que dan una respues- 
ta de O a la Faradica y Galvanica (no re- 
sponden a 12 miliamperios), 0 que dan 
R.D. a la Cronaxia (no respondencon 15 
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sigmas), son considerados desde tiempos 
de Bouardel, como definitivamente perdi- 
dos. 

Existe tan gran pesimismo en este tipo 
de enfermedades, que se dice, que las res- 
puestas electricas son siempre desfavora- 
bles. x 

Consideraciones sobre la Frequencia.— 
En los estudios de Wallace, Lending y 
Rich™ se revela que de 160.000.000 mil- 
lones de habitantes deEE.UU, padecen 
200.000, lo que hacen que formen la no 
despreciable cifra del 1% de las formas 
ortopedicas. 

Consideraciones sobre la Invalidez.— 
Wallace, Lending y Rich, dicen que un 
96%, despues de algun tiempo, presentan 
invalidez para caminar y el 55% emplean 
sillas de ruedas. 

Cuandro trascurre bastante tiempo, la 
invalidez, se va acercando desde el punto 
de vista de su extremidades al 100%, lo 
que constituye una terrible carga para la 
familia y la sociedad, y graves problemas 
morales y materiales para los sujetos que 
la padecen. 

Consideraciones Terapeuticas.—Son nu- 
merosos los tratamientos que se han en- 
sayado hasta la fecha, y entre estos pode- 
mos citar: 

A) Estricmina sola 0 combinado con el 
alfa-tocoferol, misma substancia denomi- 
nada Vitamin E, que menciona Wice.'* 

B) Timocombinado con tratamientos 
electricos, Pier-Marie. 

C) Tetosterona, preconizada por Alpers. 

D) Adrenalina unida a estractos hipofi- 
siarios, proscrita por Grinker. 

E) Nitrato de plata o Cornezuelo de 
Centeno por Barraquer. 

F) Vitamina B:.E, acido Folico. J. Roy, 
Van Mater. 

G) Juy, Olin, Colins y MacEachene,” 
La prostigmina colocada en la luz de la 
arteria braquial. 

Sin embargo los resultados de la tera- 
peutica eran pesimistas en la epoca de 
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Pier-Marie, que decia: Jamas se detiene la 
evolucion del mal. 

Hoy dia se tiene parecido criterio como 
se desprende de estos hechos: En 1952, 
Abrahamson y Hogoff, dijeron en la asoci- 
acion Americana de distrofias musculares : 
“No son efectivos, los tratamientos fisicos 
y de rehabilitacion hasta el presente.” 


Justificacion de esta Investigacion.—Las 
atrofias musculares, 0 atrofias musculares 
progresivas, son como su nombre indica 
progresivas, de etiologia incierta, carecen 
de terapeutica efectiva, lo que justifica que 
se intente una, que no sea toxica para el 
paciente y sea a la vez susceptible de dar 
resultados positivos, Si a esto afiadimos la 
invalidez progresiva de los enfermos, con 
sus correspondientes problemas para el, 
sus familiares y la sociedad, se compren- 
dera por que, cada nuevo intento terapeu- 
tico debe ser considerado como algo 
plausible. 

Nosotros buscando un nuevo trata- 
miento para este mal, encontramos como 
bases para continuarlo, los siguientes re- 
sultados, manifestados en Secuelas-Croni- 
cas de Poliomielitis. 

En 250 caso de personas de ambos sexos 
tratadas por medio de Hormona de Creci- 
miento (Armour), inyestada en la arteria 
femoral, o la subclavia, cada ocho dias, 
que llevaban de evolucionar entere 6 meses 
y 27 afios, cuyas edados eran de 17 meses 
y 28 afios, encontramos: 

A) Alargamiento de las extremidades 
inferiores medidas desde la espina iliaca 
antero-superior a maleolo externo con un 
aumento de 0.5 a 1 ctm mensual con ex- 
cepcion de 5 casos. 

B) Aumento de grosor de muslo y pier- 
na que oscila entre 0.5 a 1 cmt por mes. 

C) Mayor tono muscular, que se conser- 
va desde el tercer dia al 28 dia. 

E) Mejoria de movimientos musculares, 
medida con la clave del 1 al 5, cada mes. 
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F) Modificaciones para caminar, las que 
para dar una idea al medico general se 
clasificaron de esta manera: 

—a) 39 casos con 0% de capacidad para 
andar, la recobraron en un 100% 

—b) 46 personas que tenian una capaci- 
dad para andar de 25% la adquieren 75% 

—c) 58 enfermos que sufrieron una ca- 
pacidad de marcha de 50% adquieren 75% 

—d) 107 casos que tenian capacidad de 
caminar de un 75% logran 100%. 

G) Respuestas electricas en las extremi- 
dades tratadas: 

Resultados.—Se considera respuesta de 
O 6 R.D. a Faradica, Galvanica, cuando el 
musculo-estudiado no responde con 12 
miliamperios, y tambien cuando la Cro- 
naxia de un musculo, no responde con 15 
sigmas. 

Los resultados logrados con nuestro es- 
tudio son: 

1. Las extremidades sin R.D. 6 O de res- 
puesta electrica, van desapareciendo sus 
trastornos a estos elementos antes de 4 
meses, 

2. Las extremidades que tenian de 1 a 2 
musculos con R.D. 6 O las ven de saparecer 
antes de 90 dias. 

3. Las extremidades que sufrian 3 a 4 
R.D. 6 O las ven desaparecer antes de 5 
meses. 

4, Extremidades con 5 a 10 R.D. las ven 
desaparecer en sus 34, partes antes de los 
5 meses. 

5. Extremidades con mas de 10 R.D. ven 
desaparecer la mitad de ellas en 6 meses, 
o por lo menos la cuarta parte. 

6. Aumento de las fibras musculares y 
capilares, en un musculo biceps y otro 
tibial anotados anteriormente, despues de 
2 meses de tratamiento. 

7. Aumento de temperatura cutaneo, me- 
dida en el termometro electrico sobre la 
piel del muslo, de 2 a 10 grados centigra- 
dos, y pierna de 2 a 13 grados centigrados. 

Como se ve los resultados logrados sefia- 
lan una terapeutica en formas, que en su 
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mayoria, han tenido mas de 2 ajios de evo- 
lucion clinica, que como se sabe, despues 
de ese tiempo, la mayoria de los autores no 
sefialan ya resultados de mejoria, dato que 
adquiere mayor valor si tenemos en cuenta 
que, en estudios, como dijimos anterior- 
mente, los tratamientos medicos o quirur- 
gicos, 0 no daban resultados o eran medio- 
cres, desde hacia mas de 6 meses. 

Con este tipo de lesiones, tanto en la 
medula, el sistema nervioso y los musculos 
tienen parecido con el de las atrofias mus- 
culares progresivas, creimos por esto, que 
podcian aplicarse nuestras investigaciones, 
al tratamiento de los siguientes casos: 

1. Usar la Hormona del Crecimiento. 
(Somatotropica) 

2. Colocarla en la luz arterial, femoral o 
subclavia. 

3. En esas condiciones inyectarla cada 8 
dias. 

4, Estudiar 9 casos de personas que os- 
cilas de 6 a 35 afios de edad, y llevan de 
sufrir este trastorno entre 2 y 31 ajfios, 
durante un lapso de tiempo de 2 a 5 meses. 

A continuacion se enuncian en breve re- 
sumen de los trastornos clinicos de estos 
enformos, de laboratorio y gabinete, y las 
bases para diagnosticar los, divididos en 
los dos tipos: Charcot-Marie y Aran- 
Duchene. 

5. Estudiar durante el tratamiento estos 
puntos: 

Aumento de temperatura cutanea en 
muslo y pierna. Aumento de tono muscul- 
lar; grosor de muslo, pierna, brazo y ante- 
brazo, medido en centimetros, 

Aumento de movimientos musculares 
con la clave del 1 al 5. Biopsia de un tibial 
anterior, en un caso del tipo de Charcot- 
Marie, y otra en uno de Aran-Duchene de 
biceps. Estudios electricos musculares. 
Capacidad para deambular, medido en % 
de incapacidad, como se expresara el des- 
cribir los resultados logrados. Trastornos 
toxicos y observar si hay regresiones. 
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Discusion y Resultados. — Vamos ha 
dividirlo para su mejor exposicion en los 
siguientes incisos: 

1. Consideraciones sobre el grosor de 
las extremidades, de 0.5 a 1 cmt de engro- 
samiento en muslo y pierna despues de 7 
inyecciones (mes y medio). 

La hormona ha provocado una mayor 
nutricion de los huesos, como se revela por 
las radiografias y su aumento de grosor; 
ademas excita los cartilagos de conjuga- 
cion, que como se sabe, es una prueba de la 
especificidad de la hormona en cuanto a su 
actividad, en las tibias de ratones como 
dice Cho Hao-Li.*° 

Se ha mejorado la nutricion del sistema 
nervioso, lo que facilita, los cambios meta- 
bolicos encontrados, los que favore cen los 
fenomenos que estamos analizando, y se 
revelan indirectamente, por mejoria 0 apa- 
ricion de reflejos tendinosos en algunos 
casos, y mejoria 0 aparicion de movimien- 
tos musculares en otros. Se ha mejorado 
la nutricion muscular por los movimientos 
que se apresian. Ha aumentado el numero 
de capilares, como se puede colegir, de todo 
lo que hemos dicho, y afirmar que el resul- 
tado de la biopsia, y las medidas que se 
han tomado, y las respuestas electricas. 

Este mejoramiento del metabolismo ce- 
lular que estamos sefial ando se traduce 
ademas por el aumento det temperatura, 
iniciado desde los 5 minutos de la primera 
inyeccion, 

Por lo tanto se ha aumentado el metabo- 
lismo celular y provablemente se logra la 
reproduccion de celdillas, que creemos que, 
en el sentido de lo que hemos encontrado 
no se habia obtenido en ningun otro tra- 
tamiento. 

Estos fenomenos traducen, el por que, 
no solo se ha detenido la enfermedad, cosa 
que negaban la posibilidad Hoberman y 
Pier-Marie, sino que ademas se ha logrado 
mejorias que se relatan en el trascurso de 
este articulo. 

2. El aumento de temperatura entre 2 y 
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4 grados termometro electrico, que se tra- 
duce en un major metabolismo de los teji- 
dos de la extremidad, desde los primeros 
instantes y que prodique revela ademas, de 
lo asentado una admirable propiedad de la 
Hormona de Crecimiento, con este procedi- 
miento que no recordamos haberla visto 
citada en la literatura mundial, en esta 
clase de trabajos. 

3. El aumento del tono muscular ; logra- 
do en todos los casos, ese como dice Wel- 
cher debido ha una mejor relacione entre el 
nervio el musculo e indubablemente como 
suponemos con la medula espinal misma. 

Este fenomeno indica, una nueva conex- 
ion entre celdillas nerviosas y musculares, 
que se encontraba muy disminuida o habia 
dasaparecido desde ha cia mucho tiempo. 

4, Es sumamente interesante haber en- 
contrado respuestas electricas respecto a 
la cerriente Faradica, Galvanica y estudios 
de Cronaxia, Ya que la opinion de los au- 
tores, hasta la fecha, era mas 0 menos, del 
terrible pesimismo de Brouardel, que de- 
cia: “De la reaccion electrica deficiente, 
solo se podran esperar resultados mas ma- 
los a medida que trascurre el tiempo.” 

5. Mejoria de los movimientos muscu- 
lares, classificados del 1 al 5. 

Se ha encontrado que cada mes mas 0 
menos se refuerzan los movimientos este 
fenomeno traduce la armonia metabolica 
que se logra con el tratamiento al actuar 
este sobre las fibras musculares. 

6. Consideraciones sobre la recupera- 
cion de los pacientas para la marcha. Los 
datos que a continuacion vamos ha dar una 
idea aproximada de los resultados logra- 
dos. 

En 2 casos del tipo Charcot-Marie, en 
que solo se podia andar con muletas y 
aparatos, es decir una incapacidad del 75%, 
se logra que solo anden con muletas, lo que 
traduce una recuperacion de un 25% para 
la marcha es decir se reduce la incapacidad 
a un 50%. 

En otros 2 casos tipo Charcot-Marie, en 
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que solo se podia andar apoyando se, es 
decir un 50% de incapacidad, pueden 
caminar con dificultad, es decir solo les 
queda un 25% de incapacidad. 

En 3 casos con marcha dificil unica- 
mente, es decir 75% de incapacidad este 
se normaliza, esdecir dan un 100% de ca- 
pacidad (Charcot-Marie). 

En 2 casos tipo Aran-Duchene, en uno 
que no podia levantar un baso de agua, 
ahora ya puede hacerlo. En otro, que no 
podia escribir, ya lo puede hacer Son en 
ese sentido de 0% a 100%. 

No se han encontrado trastornos toxicos. 

No se ha observado hasta la fecha, re- 
gresiones en ningun caso. 


RESUMEN Y CONCLUSIONES 


En nueve casos de personas de ambos 
sexos, que tenian entre 4 y 32 afios de edad, 
y que llevan de sufrir atréfias musculares 
progresivas entre 2 y 20 afios; de los cuales 
7 son de forma “Charcot-Marie”’ y 2 de 
tipo “Aran-Duchene.” Al inyectar hormona 
de crecimiento cada 8 dias, en arteria sub- 
clavia para los miembros toracicos, y fe- 
moral, al nivel de pliegue inguinal, para 
los inferiores, encontramos: 

Primero: Ha existido un aumento de 0’5 
a 1 cm., en grosor, en las extremidades 
tratadas, cada 7 inyecciones (mes y me- 
dio). 

Segundo: Ha aumentado la temperatura 
desde los 5 minutos de la primera inyec- 
cion (la cual se conserva). 

Medida con termometro eléctrico oscila 
entre 2 y 4 grados. 

Tercero: Aumento del tono muscular. 

Cuarto: Las respuestas electricas mus- 
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culares, 4 Faradica, Galvanica y Cronaxia, 
han aumentado en 4 inyecciones de 10 4 8. 

Quinto: Mejoria en los movimentos mus- 
culares, que traducen armonia metabélica, 
al actuar la Hormona sobre las fibras mus- 
culares. 

Sexto: Recuperacion de los pacientes 
para la marcha. En 2 casos “Charcot-Ma- 
rie” en que solo se podia andar con muletas 
y aparatos. 

Septimo: Se ha encontrado un nuevo 
tratamiento para estas formas, el cual 
debe seguirse estudiando, ya que ofrece 
grandes perspectivas. 
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Le Traitement Chirurgical 
des Phlebites des Membres Inférieurs 


(Surgical Treatment of Phlebitis of the Lower 


Extremities ) 
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HUY, BELGIUM 


thrombose veineuse et de ses compli- qu’en Amérique, de nombreux auteurs se 

cations ont retenu tout particuliére- sont attachés a ce probléme. 
ment l’attention des chirurgiens au cours Si, en effet, les progrés modernes de la 
chirurgie ont diminué fortement les 
causes, si nombreuses antérieurement, de 
mortalité postopératoire, il nous en reste 
cependant un certain pourcentage, qu’il est 
malaisé de diminuer. Celui-ci est impu- 
table aux embolies consécutives 4 une 
phlébite des membres inférieurs. 

Si, il y a longtemps déja, le professeur 
Mondor a conseillé la phlébectomie, si 
Leriche, Leger, Frileux y ont ajouté la 

1. It brings about a drastic reduc- thrombectomie d’aval, c’est cependant aux 
tion in the operative mortality rate. Etats-Unis surtout que les travaux 

2. It prevents the formation of em- d’Oschner, de Linton, de Allen et de tant 
boli, which may be fatal. Although d’autres, ainsi que ceux de Dos Santos 
it does not completely eliminate the ont attiré plus particuliérement l’attention 
formation of small infarcts, the cases sur les résultats particuliérement intéres- 
in which these occur are rare. sants qu’apportait, dans la prévention de 

3. Any sequelae that may be en- Y’embolie, la ligature veineuse au niveau 
countered are of minor importance. des membres inférieurs. 

The authors’ experience is outlined Burns notamment, en 1955, apporte une 
in terms of the clinical signs, diag- statistique de 748 cas dont 347 ont été 
nosis, surgical treatment and results. traités médicalement et 369 chirurgicale- 
ment. Chez les premiers, le pourcentage 
de décés est de 37 pour-cent, chez les 
~“Gubailtted for publication April 19, 1960. seconds, il n’atteint que 2,1 pour cent. 


312 


: prévention et le traitement de la de ces derniéres années. Tant en Europe 





A study is made of a subject that 
has aroused great interest of late, 
namely, ligation of a thrombosed leg 
vein at its point of origin in the 
thigh. Ligation of the superticial fem- 
oral vein offers three distinct advan- 
tages: 
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A la suite de tant d’autres, nous avons 
nous méme fixé plus _ particuliérement 
notre attention sur ce probléme. Chaque 
année, en effet, nous payions a |’embolie 
mortelle un tribut pouvant atteindre 2 
pour mille du chiffre total d’intervention 
(en y comprenant les actes mineurs de 
chirurgie courante pratiqués journelle- 
ment dans un service de chirurgie géné- 
rale). 

A Vheure actuelle, depuis que c’est au 
traitement chirurgical que nous avons 
confié nos phlebites des membres infé- 
rieurs, cette mortalité par embolie a prati- 
quement été supprimée, a l’exception ce- 
pendant des cas oti le diagnostic précoce 
de cette phlébite n’a pu étre posé 4 temps 
et ot l’embolie est survenue avant ce 
moment. 

Si, par ailleurs, les ligatures veineuses 
nous ont permis de diminuer encore le re- 
liquat de mortalité opératoire, ce méme 
traitement nous a permis également de 
diminuer de facon extrémement impor- 
tante les sequelles parfois dramatiques des 
phlébites profondes lorsque celles-ci évo- 
luent progressivement vers la veine ilia- 
gue ou la veine cave. 

Ce traitement chirurgical consiste, ainsi 
que nous allons |’étudier maintenant, en 
une ligature du trone veineux la plupart 
du temps au niveau de la bifurcation de la 
veine fémorale ou de l’abouchement de la 
veine saphéne-interne dans la veine fémo- 
rale, avec thrombectomie d’aval. 

Signes Cliniques.—1. Remarques géné- 

rales: 

- a) L’importance des signes débutants 
d’une phlébite est mise en évidence par le 
fait que l’intervention chirurgicale ne peut 
amener de résultat satisfaisant et ne di- 
minue de facon importante le risque d’em- 
bolie que pour autant que le diagnostic en 
soit posé de facon précoce. 

L’intervention chirurgicale de routine 
ne peut en effet étre envisagée efficace et 
anodine que pour autant que la phlébite 
n’en soit encore qu’au stade ou elle n’at- 
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teint que la veine fémorale superficielle 
dans sa partie poplitée, voire dans sa 
partie crurale, mais ne dépasse guére la 
bifurcation entre la veine fémorale super- 
ficielle et la veine fémorale profonde. 

En ce qui concerne la phlébite de la 
saphéne-interne, le diagnostic précoce, 
particuliérement aisé dans ce cas d’ail- 
leurs, doit se faire avant que le caillot n’ait 
eu le temps de se propager 4 la veine 
fémorale et a la circulation profonde. 

Lorsque le caillot dépasse un de ces 
deux carrefours, il faut, pour que |’inter- 
vention soit efficace, qu’en cet endroit, le 
caillot soit encore libre dans la veine; en 
d’autres termes, que le stade de thrombo- 
phlébite n’y soit pas encore atteint. Ceci 
permet l’aspiration du caillot et l’espoir 
que de nouveaux phénoménes de throm- 
bose ne se produiront pas au niveau d’une 
veine laissée libre, avec paroi intacte. 

b) Une premiére distinction est extré- 
mement importante: c’est celle qui sépare 
la phlébothrombose de la thrombophlébite. 
Dans le premier cas, le caillot est libre 
dans sa plus grande partie et n’est attaché 
a la veine qu’a son extrémité. Le sang 
fluide circule autour de celui-ci et la veine 
n’est que peu ou pas altérée dans la ma- 
jorité de son parcours. 

Les signes cliniques de cette lésion sont 
done minimes, car la paroi veineuse n’est 
guére sensible et la circulation de retour 
n’est pratiquement guére entravée. Dans 
le second cas, par contre, le caillot est 
adhérent tout au long de la paroi veineuse 
correspondante, cette derniére est dou- 
loureuse, il existe souvent de la périphlé- 
bite. Le sang ne peut plus emprunter 
cette voie importante de retour, la stase 
périphérique apparait et les signes objec- 
tifs sont nés. 

c) Les sequelles et la gravité des com- 
plications post-phlébitiques dépendent, non 
seulement comme nous |’avons indiqué au 
paragraphe a) du niveau du caillot, mais 
également de son état de fixation a la 
veine. Si toute circulation de retour est 
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bloquée définitivement, la stase risque de 
persister plus longtemps et les sequelles 
définitives seront probablement plus 
graves. 

Si, par ailleurs, le caillot n’est guére 
fixé, mais flotte dans la lumiére veineuse, 
ballotté par le courant sanguin, celui-ci se 
détachera beaucdup plus aisément et le 
risque d’embolie sera beaucoup plus grand. 
Nous en arrivons donc a4 conclure que la 
thérapeutique, quelle qu’elle soit, sera 
d’autant plus efficace que le diagnostic sera 
posé a l’aide des signes les plus ténus. En 
général, plus les signes cliniques sont im- 
portants, plus les sequelles postopératoires 
risquent d’étre graves, mais moins le 
danger d’embolie est important. 

C’est donc au début de l’affection, lors- 
que le caillot est libre, c’est-a-dire quand 
le danger d’embolie est grave et que les 
sequelles définitives ne sont pas encore 
nécessairement importantes, qu’il faut 
intervenir, Seul, un examen répété et 
minutieux des malades nous permet de 
poser précocement ce diagnostic. 

Nous passerons d’abord en revue les 
signes débutants d’une thrombose de la 
veine saphéne-interne puis nous étudie- 
rons les symptémes observés au cours 
d’une thrombose profonde de la veine fé- 
morale. 

2. La veine saphéne interne ne se 
thrombose habituellement que lorsqu’elle 
est variqueuse. Localement, on constatera 
le cordon induré, rouge et douloureux; ce 
cordon peut remonter parfois au cours de 
quelques heures seulement, parfois aprés 
plusieurs jours, jusqu’éa la région ingui- 
nale. 

Le diagnostic est extrémement simple. 
Le seul vrai probléme est de s’assurer que 
le trone veineux fémoral profond n’est pas 
atteint. Ceci n’est pas toujours aisé, étant 
donné que la douleur due a la thrombose 
de la saphéne-interne se dissocie parfois 
bien difficilement de la douleur due 4 la 
thrombose fémorale. 
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Habituellement, c’est la localisation 
superficielle de la douleur, sa situation fort 
interne par rapport au mollet, l’absence 
fréquente d’oedéme et surtout l’absence de 
signes généraux (accélération du pouls, 
angoisse, etc.) qui nous permettent d’ex- 
clure la localisation fémorale. 

3. Les signes d’une thrombose fémorale 
profonde peuvent se diviser en plusieurs 
catégories: 

a) Vinterrogatoire du patient, orienté 
intentionnellement et journellement vers 
cette possibilité, est capitale. II] est évi- 
dent que certaines interventions prédis- 
posent formellement 4 la thrombose 
fémorale. 

Ces interventions, telle que l’hystérec- 
tomie, la prostatectomie, l’amputation du 
rectum exigent incontestablement une sur- 
veillance attentive des membres inférieurs 
du patient. Les cardiopathies, l’obésité, 
la néoplasie prédisposent incontestable- 
ment, pour une méme intervention, a la 
phlébite. 

Toute courbe d’hyperthermie persis- 
tante chez un patient opéré d’une quelcon- 
que affection est toujours suspecte d’étre 
a l’origine d’une complication phlébitique. 

Une température oscillant entre 37,5° 
et 38° et persistant pendant plusieurs 
jours, est en effet une cause fréquente de 
complication thrombotique. 

Tous ces malades sont systématique- 
ment, 2 fois par jour, interrogés sur |’exis- 
tence ou non d’une géne dans le mollet et 
a chaque fois, l’existence ou ]’absence des 
signes repris ci-dessous est vérifiée. 

b) Si le type de l’intervention, l’aspect 
du malade, |’état de la circulation veineuse 
des membres inférieurs nous font déja, au 
départ, craindre le développement d’une 
phlébite, nous pouvons la suspecter dés 
que nous voyons le pouls s’accélérer et, si 
le patient était afébrile, la température 
s’élever 4 37,2°, 37,5°, rarement beaucoup 
plus. 

Le patient, habituellement, signale une 
géne, une sensation de crampe dans le 
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mollet, souvent unilatérale. Parfois, des 
sensations paresthésiques et une pesan- 
teur se font sentir. Le malade présente 
quelques difficultés pour se lever, il affirme 
souvent lui-méme “ne pas se sentir bien,” 
une angoisse incontestable est fréquem- 
ment observée. De temps a autre, le ma- 
lade lui-méme a constaté qu’une des deux 
régions malléolaires était légérement tu- 
méfiée. 

c) L’examen du patient nous permet 
habituellement de confirmer le diagnostic: 
la palpation comparative du mollet atteint 
par le processus phlébitique montre incon- 
testablement une tonicité différente d’un 
coté par rapport 4 l’autre. Le cété atteint 
est légérement moins souple, moins hypo- 
tonique que le cété sain. La température 
en est légérement plus élevée. 

La palpation profonde du mollet en- 
traine une géne relativement peu marquée, 
mais indubitable. Cette géne est bien loca- 
lisée au niveau de la partie médiane de la 
face postérieure du mollet. Elle com- 
mence habituellement 4 un travers de main 
de la région malléolaire et se termine fré- 
quemment juste en dessous du creux po- 
plité, du moins dans les cas débutants. 

La saphéne-interne est, out nou, elle 
méme phlébitique. La flexion dorsale du 
pied entraine, en raison de la compression 
veineuse qu’occasionne la tension des 
muscles du mollet, une géne que I|’on ren- 
contre dans les phlébites profondes et qui 
n’est qu’exceptionnelle dans les phlébites 
de la saphéne-interne. 


Afin d’éviter autant que possible une 
erreur de diagnostic, nous prescrivons 
habituellement pendant 24 heures un trai- 
tement 4 l’Héparine, associée 4 la mobili- 
sation active. Le patient est revu plu- 
sieurs fois pendant la journée. Si la 
douleur reste unilatérale, si elle persiste, 
tant subjectivement qu’objectivement, si la 
flexion dorsale du pied entraine une géne 
dans la masse musculaire du mollet, nous 
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considérons le diagnostic établi et nous 
intervenons comme décrit ci-dessous. 

Divers auteurs, notamment Leger et 
Frileux font, a ce stade, systématiquement 
une phlébographie qui leur permet de con- 
firmer ou d’infirmer le diagnostic. 

Nous avons réalisé ces examens au 
début. Progressivement cependant, nous 
les avons abandonné parce qu’ils ne don- 
naient pas entre nos mains les résultats 
que nous en attendions. Peut-étre avons 
nous eu tort. 

Deux points doivent peser lourdement 
dans la décision opératoire éventuelle: 

1. nous sommes adversaires d’une trai- 
tement aux anti-coagulants prolongé. A 
plusieurs reprises en effet, nous avons di 
réintervenir chez des patients soumis a 
un tel traitement, en raison d’hémorragies 
intra ou extra-abdominales, bien qu’un 
laboratoire compétent les surveille régu- 
liérement. 

Dans plusieurs cas d’ailleurs, ce traite- 
ment n’a pas empéché la phlébite de pro- 
gresser ni, 4 deux reprises, un embole de 
se produire. 

Il est d’ailleurs bien certain qu’aucun 
traitement anti-coagulant n’est susceptible 
de faire disparaitre un caillot déja formé, 
responsable lui-méme de signes physiques. 

Si ce traitement est capable, 4 un cer- 
tain degré, d’empécher la progression du 
caillot, celui-ci n’en persiste pas moins et 
constitue de par lui méme tout le danger 
de l’embolie. Habituellement, nous ne 
prolongeons pas, chez un opéré, plus de 
24 & 48 heures la durée de ces traitements 
aux anticoagulants. 

2. Un petit embole chez un patient sus- 
pect de phlébite, ou méme chez un patient 
qui ne présente au niveau de ses membres 
inférieurs aucun signe, nous enclint a 
poser l’indication opératoire. 

Traitement.—Comme nous venous de le 
rappeler, habituellement, aprés un essai de 
24 a 48 heures a |’Héparine qui nous per- 
met de confirmer la persistance des symp- 
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témes, tout en empéchant, nous |’espérons. 
la progression trop rapide du caillot, nous 
intervenons chirurgicalement. 

Cette intervention consiste, selon les cas, 
soit en une ligature de la veine saphéne- 
interne, soit en une ligature de la veine 
fémorale superficielle, juste en amont de 
la veine fémorale profonde. 

Nous n’aborderons évidemment pas la 
technique de la ligature de la veine sa- 
phéne-interne, qui se fait par une minime 
incision transversale au niveau de la ra- 
cine de la cuisse, avec ligature soigneuse 
de toutes les petites veines afférentes: 
épigastrique, circonflexe, honteuse ex- 
terne, etc. 

En ce qui concerne la ligature fémorale, 
nous procedons comme Leger et Frileux 
Yont si bien décrit dans leur monographie. 
Rappelons-en |’essentiel: par une incision 
longitudinale le long des vaisseaux de la 
racine de la cuisse, nons isolons au niveau 
du triangle de Scarpa, le paquet vasculo- 
nerveux. La veine fémorale est prudem- 
ment mise en évidence, bien en dessous de 
sa bifurcation avec la veine fémorale 
profonde. Nous la remontons progressi- 
vement jusqu’a cette bifurcation. I] existe 
d’ailleurs 4 ce niveau une légére dilatation 
pratiquement constante. 

Deux fils sont passés chacun deux fois, 
séparés de 2 4 3 cm autour de la veine. Ils 
servent de tracteur en méme temps que 
de garot. La veine est incisée entre ces 
deux lacs, on s’assure alors de |’existence 
ou non d’un caillot dans la lumiére dela 
veine. S’il n’en existe pas, la veine est 
liée et sectionnée entre ces deux ligatures, 
la ligature supérieure se trouvant juste en 
amont de la bifurcation veineuse. Si, par 
contre, un caillot est constaté, nous intro- 
duisons par l’ouverture pratiquée dans la 
veine, un cathétére en matiére plastique, 
légérement effilé, qui aspire le caillot au 
fur et 4 mesure qu’il pénétre. 

Cette manoeuvre est éventuellement ré- 
pétée jusqu’A ce qu’aucun fragment de 
caillot ne soit plus retiré. 
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Habituellement on s’assure aisément 
d’ailleurs que |’on retire la téte de ce der- 
nier, car son aspect macroscopique en est 
absolument typique. De plus, 4 ce mo- 
ment, un reflux de sang veineux fluide est 
observé, la veine est alors liée et la paroi 
fermée. 

Les compresses sont pesées au cours 
de l’intervention et le sang perdu est 
éventuellement remplacé quantitativement. 
Cette quantité est d’ailleurs habituelle- 
ment extrémement minime. 


Remarques importante: 1. Il y a intérét 
a lier les veines fémorales superficielles 
des deux membres inférieurs, méme lors- 
que les signes de phlébite, comme c’est 
habituellement le cas, sont unilatéraux. 
Si, au début, nous nous sommes contentés 
un peu par crainte des sequelles éventuel- 
les de cette intervention de ne lier que le 
coté atteint, actuellement cependant, en 
raison d’une part de la bénignité de ]’inter- 
vention et de ses suites, en raison d’autre 
part du danger incontestable que constitue 
la formation ou |’existence concomittante 
d’un second caillot hétéro-latéral, nous 
lions systématiquement les 2 veines fémo- 
rales superficielles. 

A plusieurs reprises d’ailleurs, nous 
avons pu constater |’existence d’un caillot 
remontant jusqu’a la bifurcation fémorale 
du cété opposé a celui ow les signes clini- 
ques étaient les plus nets. 

En somme, dans ce cas, du cété opéré, 
nous pourrions penser en étre au stade 
thrombophlébite et du cété opposé au stade 
phlébothrombose. 

2. A la ligature de la veine fémorale, 
nous ajoutons toujours, dans le méme 
temps évidemment, la ligature de la veine 
saphéne-interne. Cette derniére est, a no- 
tre avis, 4 recommander, par le fait que 
sa thrombose risque d’amener au niveau 
de sa jonction avec la veine fémorale com- 
mune, une téte de caillot lui-méme géné- 
rateur d’une thrombose progressive vers 
la veine iliaque. Nous n’avons observé 
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aucun inconvénient de cette pratique sys- 
tématique. 

3. Il est par ailleurs certain que si, a 
l’ouverture de la veine fémorale, on trouve 
adhérent a celle-ci un caillot que l’on ne 
peut aspirer, il faut évidemment reporter 
plus haut la ligature veineuse, soit a la 
veine iliaque, soit encore 4 la veine-cave, 
ce qui, a l’heure actuelle, ne s’est pas en- 
core présenté dans notre expérience. 

4. Lorsque nous procédons uniquement 
a la ligature de la veine saphéne-interne, 
a aucun moment nous ne mettons en place 
de bandage élastique ni de botte de Unna. 
Nous évitons cette pratique dans le but de 
nous permettre un contréle de la circula- 
tion profonde, et de nous assurer a tout 
moment que celle-ci n’est pas atteinte par 
un nouveau processus phlébitique. La mise 
en place d’un tensoplast ou d’une botte de 
Unna nous empécherait en effet de réali- 
ser cet examen de facon absolument cer- 
taine. 

Ainsi que nous le rappelons plus loin, 
c’est d’ailleurs 14 que se trouve le danger 
de la ligature de la veine saphéne-interne 
seule: a savoir qu’elle risque de ne con- 
stituer qu’une fausse sécurité et de laisser 
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ignorer l’existence d’une thrombose fé- 
morale consécutive, habituellement la seule 
vraiment dangereuse pour le patient. 

5. Lorsque la ligature de la veine fémo- 
rale est pratiquée, en méme temps d’ail- 
leurs que celle de la veine saphéne-interne, 
chaque fois nous procédons a la mise en 
place d’une botte de Unna, remontant 
jusqu’au genou, et a la mise en place d’un 
bandage élastique adhésif depuis le genou 
jusqu’a la racine de la cuisse. 

La botte de Unna a l’avantage, sur le 
bandage adhésif, d’étre moins irritant 
pour la peau, surtout au niveau du mollet 
et partant, est mieux tolérée. En revanche, 
elle ne peut étre remontée jusqu’au dessus 
du genou sans provoquer a ce niveau une 
difficulté marquée a la mobilisation, elle- 
méme importante chez ce type d’opérés. 

Ces bandages empéchent le gonflement 
éventuel du membre inférieur; ils sont 
laissés en place pendant 6 semaines. 

6. Aprés l’intervention qui se pratique 
généralement sous anesthésie générale, 
nous insistons auprés du malade pour qu’il 
se léve immédiatement, qu’il mobilise au 
maximum pour éviter évidemment qu’une 
nouvelle thrombose ne se produise au 
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niveau du tronc profond de la veine, fé- 
morale. Cette complication, dans notre 
expérience, ne s’est pas produite. Cela 
réside évidemment dans le fait que la vi- 
tesse du courant circulatoire y est extré- 
mement augmentée par la suppression de 
la voie de retour fémorale superficielle. 

Nous n’administrons pas d’anti-coagu- 
lants dans les suites post-opératoires, pour 
la raison, déja rappelée ci-dessus, que nous 
considérons dans les cas opératoires, que 
la thérapeutique par anti-coagulants con- 
stitue malgré tout un danger sérieux de 
complication, et notamment en chirurgie 
abdominale. 

7. La seule petite complication parfois 
observée est la formation d’un “lympha- 
tome” di a l’accumulation d’un peu de 
liquide lymphatique dans la région du 
triangle de Scarpa. 

Celle-ci est due a la section, souvent non 
ligaturée, de vaisseaux lymphatiques assez 
importants. Quelques ponctions arrivent 
toujours 4 guérir ce petit inconvénient. 


Resultats.—Les résultats que nous rap- 
portons ci-dessous et que nous diviserons 
en résultats de la ligature de la veine 
saphéne-interne d’une part, et résultats de 
la ligature de la veine saphéne-interne et 
fémorale superficielle d’autre part, portent 
sur une expérience qui s’étale depuis le 
mois de janvier 1952 jusqu’au mois de 
décembre 1958. 

Elle porte sur 175 cas de ligature de 
la veine saphéne-interne et sur 109 cas de 
ligature de la fémorale superficielle et de 
la saphéne-interne. 

L’a4ge moyen de tous nos opérés est de 
51 ans. 

Si tous les chirurgiens sont amenés a 
admettre empiriquement qu’il semble bien 
exister des périodes de ]’année ou les phleé- 
bites sont manifestement plus fréquentes, 
nous avons essayé de nous rendre compte 
s’il existait une influence saisonniére quel- 
conque. 

Le tableau ci-dessous rapporte mensuel- 
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lement la fréquence des interventions pra- 
tiquées. 

Il existe incontestablement une certaine 
périodicité et il semble bien que le maxi- 
mum de fréquence se situe entre le mois 
d’aofit et le mois de septembre. 

D’autres auteurs, tels que Jean Louis 
Faure avaient admis aussi une influence 
saisonniére qu’ils situaient surtout entre 
décembre et février. De Takatsmayne et 
Peterson admettaient que la fréquence 
était augmentée entre janvier et mai d’une 
part, et au mois d’octobre et novembre, 
d’autre part. D’autres, comme Burns par 
contre, nient cette influence. 

1. Résultats de la ligature de la veine 
saphéne-interne: 

Nous avons opéré 175 patients de liga- 
ture de la veine saphéne-interne pour 
phlébite localisée 4 celle-ci entre le mois 
de janvier 1952 et le mois de décembre 
1958. 

Parmi ceux ci, il existe 39 hommes et 
136 femmes, l’Age des patients s’échelon- 
nant entre 20 et 89 ans: |’Age moyen est de 
59 ans. 

La ligature a été faite 73 fois 4 gauche, 
68 fois a droite et 34 fois des 2 cétés. 

Dans 20 cas, le caillot remontait jusqu’a 
la crosse de la saphéne, dans 155 cas, il 
n’y arrivait pas. 

a) Nous rapportons ci-dessous la cause 
prédisposante observée chez ces divers pa- 
tients. La grande majorité de ceux-ci 
était atteinte de varices plus ou moins im- 
portantes. 


Causes prédisposant a la phlébite 

Médicale (affections entrainant de 
Vhyperthermie, érysipéle, pneu- 
monie, etc.) 

Hernie 

Hystérectomie 

Amputation du rectum 

Prolapsus 

Amputation du sein 

Appendicectomie 

Traumatisme local 

Accouchement 

Prostatectomie 

Curetage 

Gastroentérostomie 
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Le délai d’apparition de la phlébite 
varie entre 2 et 25 jours aprés l’interven- 
tion chirurgicale causale ou l’accouche- 
ment. 

b) Suites immédiates: Sur les 175 pa- 
tients qui ont été opérés d’une ligature de 
la veine saphéne-interne, nous avons ob- 
servé 7 cas d’embolie post-opératoire. De 
ces 7 cas, 2 ont été mortels: un dans les 
heures qui ont suivi ]’intervention, l’autre 
aprés 3 jours. II] est certain que si ces pa- 
tients sont décédés c’est parce qu’ils pré- 
sentaient, en fait, en plus de leur phlébite 
saphéne-interne, une phlébite profonde que 
nous avons méconnue. Les 5 autres patients 
qui ont présenté également des emboles 
sont dans le méme cas. II s’agissait cepen- 
dant d’emboles minimes, n’ayant entrainé 
qu’un infarctus de peu d’importance. 

Nous insistons dés maintenant sur la 
fausse sécurité que peut donner la ligature 
d’une veine saphéne-interne. Le chiffre de 
2 décés sur 175 patients est en effet, a 
notre avis, important. 

Nous estimons que le danger de cette 
intervention partielle réside précisément 
dans sa bénignité. Dans un nombre trés 
important de cas, en effet, elle est con- 
sécutive a une affection, médicale et le pa- 
tient rentre 4 son domicile. I] n’est donc 
plus, dés lors, surveillé par un spécialiste 
et le diagnostic de thrombose fémorale 
profonde qui présente, malgré tout, une 
certaine difficulté pour le médecin qui y 
pense et y attache toute son attention, 
passe souvent inapercu du médecin de 
famille. 

Ajoutons a cela que le malade, a qui |’on 
a d’ailleurs trés exactement dit que la 
ligature de la saphéne-interne ne modi- 
fierait pas la douleur le long de sa varice, 
ne s’alarme que trés rarement de la per- 
sistance de cette géne et de la modification 
légére de celle-ci, 

De trés nombreux auteurs ont d’ailleurs 
affirmé qu’il était assez exceptionnel de 
voir un embole provenant de la saphéne- 
interne. De toute facon, ces emboles sont 
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toujours relativement peu importants et 
rarement mortels. 

Nous pensons cependant que cette liga- 
ture de la veine saphéne-interne doit con- 
tinuer a étre réalisée, surtout chez les 
patients hospitalisés et que l’on peut sur- 
veiller étroitement et ce, en raison du 
danger qui existe incontestablement de 
voir se propager progressivement le caillot 
de la crosse de la saphéne vers la veine 
fémorale commune. 

c) Sequelles tardives de la ligature de 
la veine saphéne-interne. 

L’appréciation des sequelles de la liga- 
ture d’une veine saphéne-interne est par- 
ticuliérement difficile. En effet, il ne faut 
oublier que nous nous adressons, dans la 
grande majorité des cas, a des patients 
présentant déja antérieurement des trou- 
bles circulatoires plus ou moins importants, 
des varices plus ou moins marquées, sou- 
vent un peu d’oedéme vespéral. 

Nous reléverons cependant les résultats 
ci-aprés, sans y attacher trop d’importance, 
étant donné qu’habituellement une partie 
de ces troubles étaient déja présents avant 
intervention. 

Oedéme vespéral a la fatigue, aprés liga- 

ture de la saphéne-interne: 34 patients 
sur 134 patients 

Oedéme continu aggravé par la fatigue: 

13 patients sur 134 patients 

Oedéme grave: 0 patient sur 134 pa- 

tients 

Un facteur plus intéressant 4 signaler 
est la diminution fréquente de l’importance 
des varices aprés la simple ligature de la 
veine saphéne-interne, conjuguée évidem- 
ment au processus de thrombose existant 
spontanément. 

Dans 67 cas, sur 134 patients revus, les 
varices ont manifestement diminué d’in- 
tensité. 

Dans 44 cas, elles sont pratiquement 
restées au méme stade. 

Dans 9 cas, elles se sont aggravées. 

Signalons également que, dans un cas, 
un ulcére a disparu aprés l’intervention; 
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dans un autre cas, un ulcére nouveau s’est 
présenté. 

Toujours sur 134 patients (39 n’ont pas 
été revus et 2 sont décédés, ainsi que rap- 
pelé ci-dessus), 20 patients présentent un 
géne légére 4 la marche, 2 patients pré- 
sentent une géne continue, les autres ne 
signalent aucun trouble semblable. 

2. Résultat de la ligature de la veine 
fémorale superficielle et de la veine 
saphéne-interne: 

Remarquons tout d’abord que la majo- 
rité des patients atteints d’une thrombose 
fémorale affirment spontanément, tout de 
suite aprés l’intervention, étre manifeste- 
ment améliorés. 

L’angoisse de la phlébite a compétement 
disparu et c’est spontanément que la pa- 
tient confirme 4 son médecin qu’il ressent 
une impression de sécurité, méme s’il n’a 
pas été tenu au courant du but réel de son 
intervention, 4 savoir d’empécher une em- 
bolie mortelle. 

L’étude des patients que nous reprenons 
ci-dessous s’échelonne sur une période qui 
s’étend également du mois de janvier 1952 
au mois de décembre 1958, Cent et neuf 
cas ont été opérés pendant. cette période, 
parmi lesquels 39 hommes et 70 femmes. 

L’age des patients s’échelonne entre 21 
et 87 ans. Sur les 109 patients, 87 ont été 
opérés des 2 cétés, 8 du cété droit, 13 du 
cété gauche. 

Un patient, ainsi que nous le rapportons 
ci-aprés, est décédé sur la table, d’embolie, 
avant que nous ayions eu la possibilité 
d’endormir le malade. 

Dans 25 cas, le caillot remontait jusqu’a 
la bifurcation de la veine fémorale super- 
ficielle et de la veine fémorale profonde, 
nécessitant une thrombectomie d’aval, 
suivie de la ligature de la veine. 

Dans 83 cas, la veine fémorale était libre 
au niveau de sa bifurcation, le caillot ne 
remontant vraisemblablement que jusqu’a 
la bifurcation poplitée. 

a) Répartition des phlébites fémorales 
selon leur causes. 
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Nombre 
de cas 


19 


Causes prédisposantes 
Médicales 
Accouchement 
Colectomie 
Hystérectomie 
Amputation du rectum 
Cystostomie 
Prostatectomie 

Hernie étranglée 
Appendicite 

Anus iliaque 
Cholécystectomie 
Pancréatite 
Amputation de la jambe hétérolatérale 
Préventif 
Thyroidectomie 
Halsted 

Prolapsus 
Gastrectomie 
Ovariectomie 

Hernie diaphragmatique 
Curetage 

Cystectomie 
Sympathectomie 
Cancer de la verge 
Traumatisme 

Lésion du genou 

Ce pourcentage n’est pas absolu, étant 
donné que la fréquence des affections 
causales n’est pas la méme. De cet ensem- 
ble, 22 patients présentaient une affection 
cancéreuse. 

Le nombre de jours qui s’est écoulé entre 
le moment de l’intervention causale et le 
moment de l’opération de la phlébite varie 
entre 3 et 25 jours; il est en moyenne de 
9 jours. 

b) Résultats immédiats: Sur les 109 
patients opérés de ligature concomittante 
de la veine fémorale et de la veine saphéne- 
interne, un patient est mort sur table, 
d’embolie massive, avant que nous n’ayons 
eu le temps de |’endormir. 

Il ne nous semble évidement pas pouvoir 
étre mis 4 charge de I’intervention chirur- 
gicale. 

Deux autres malades sont décédés ulté- 
rieurement de complication cardiaque, 
secondaire elle-méme 4 un état cardiaque 
grave, antérieur a |’intervention. 

Cet état s’est aggravé aprés la premiére 
opération causale: un de ces malades était 
d’ailleurs 4gé de 87 ans. 
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Aucun décés postopératoire immédiat 
réel n’a été observé chez les 108 patients 
opérés de ligature fémorale. Dans 6 cas, 
un embole postopératoire léger a été ob- 
servé. Il s’agissait, dans ces 6 cas, d’une 
ligature fémorale bilatérale cependant, 

Ces emboles provenaient vraisemblable- 
ment d’un caillot logé dans une veine pel- 
vienne. 

L’existence de larges communications 
entre les 2 veines fémorales superficielle 
et profonde peut parfois expliquer ces 
petits emboles secondaires. 

Nous pouvons affirmer de facon formelle 
que, dans notre service, avant |’instaura- 
tion systématique de la ligature fémorale 
pour les phlébites débutantes, nous comp- 
tions un a deux pour mille de décés par 
an, attribuables 4 une embolie massive. 

Depuis 2 ans, nous pratiquons systéma- 
tiquement la ligature fémorale et saphéne- 
interne. Aucun décés semblable n’a pu étre 
observé: le résultat nous semble donc 
spectaculaire. 

Selon Burns d’ailleurs, 37% des patients 
atteints de phlébite et traités médicalement 
présentent une embolie mortelle. 

c) Sequelles tardives de la ligature de 
la veine fémorale superficielle. 

Etudions maintenant les sequelles ulté- 
rieures de la ligature fémorale. 

Des 109 patients opérés depuis janvier 
1952 jusqu’en décembre 1958, nous devons 
soustraire un malade décédé avant l’inter- 
vention, 2 malades décédés de complica- 
tions cardiaques ultérieures, 4 autres 
patients sont morts d’autres affections in- 
tercurrentes (3 néos et une hémorragie 
digestive), 6 malades n’ont pas été revus, 
un autre, opéré concomitamment d’évide- 
ment ganglionnaire inguinal] bilatéral, ne 
peut évidemment étre pris en considéra- 
tion quant aux troubles circulatoires 
ultérieurs. 

Nous avons donc revu en tout 95 mala- 
des, dont nous décrivons ci-dessous les 
sequelles : 
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Nombre 
de cas 
Aucun oedéme 33 
Oedéme vespéral léger 46 
Oedéme permanent léger, aggravé 
par la fatigue 7 


Oedéme important 

Cet oedéme, presque toujours, se localise 
du cété du membre cliniquement atteint 
par le processus phlébitique. 

Etat des varices existant éventuellement 
avant |’intervention : 


amélioré 62 patients 
statu quo 6 patients 
aggravé 0 patient 


Aucun malade n’a vu réapparaitre de 
varices aprés son intervention. Aucune 
nouvelle ulcération des jambes n’a été ob- 
servée sur un délai de plus de 4 ans pour 
certains malades. 

En ce quie concerne les douleurs post- 
opératoires, nous observons 28 patients 
qui présentent une géne 4 la marche, un 
patient présente une géne au repos, 66 pa- 
tients ne signalent aucune douleur. 

Ces résultats prouvent donc de facon 
indiscutable que les ligatures fémorales 
superficielles et saphéne-internes ne lais- 
sent pratiquement guére de_ sequelles, 
celles-ci n’apparaissent en géneral que du 
cété atteint cliniquement par le processus 
phlébitique, elles sont infiniment moindres 
que celles observées au cours d’une phlébite 
évoluant spontanément vers une thrombose 
da la veine iliaque et de la veine-cave. Sur 
les 95 patients revus, nous pouvons cer- 
tainement admettre que cette propagation 
se serait produite plusieurs fois. 


CONCLUSIONS 


1. La phlébite des membres inférieurs 
est surtout fréquente chez les opérés du 
petit bassin, plus particuliérement chez 
ceux opérés d’une affection néoplasique. 
L’a4ge moyen des patients est de 51 ans. 

2. La ligature de la veine saphéne-in- 
terne seule améne un certain bénéfice, en 
ce sens qu’elle empéche incontestablement 
la propagation du caillot vers la veine 
fémorale et qu’elle empéche la libération 
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du caillot vers la circulation, veineuse avec 
infarctus pulmonaire; elle entraine égale- 
ment une amélioration de l'état local des 
varices. 

Par contre, elle ne met évidemment pas 
la patient 4 l’abri d’une phlébite profonde 
et d’un embole, au départ de celle-ci. 

Le danger de la ligaturesaphéne-interne 
est donc plutét di 4 une fausse sécurité que 
dans l’intervention elle-méme. 

On peut, 4 notre avis, continuer 4 pra- 
tiquer cette intervention, mais surveiller 
étroitement le malade. 

3. La ligature de la veine fémorale su- 
perficielle en amont de sa jonction avec la 
veine fémorale profonde, conjuguée 4 la 
ligature de la veine saphéne-interne, met 


le patient a l’abri de toute embolie impor- — 


tante, 4 condition qu’elle soit faite de facon 
bilatérale. 

La mortalité opératoire est pratiquement 
nulle, le bénéfice en est donc extrémement 
important, car il s’agit la d’une mortalité 
particuliérement difficile 4 réduire aprés 
que, a l’aide de progrés techniques et médi- 
camenteux modernes, les autres causes ont 
été progressivement éliminées. 

4. Les sequelles des ligatures veineuses 
fémorales sont trés peu importantes. 
Aucun des 95 patients revus n’est handi- 
capé par son intervention. II] existe, chez 
certains d’entre eux, un trés léger oedéme 
vespéral et parfois un peu de géne a la 
marche, avec sensation de pesanteur. 

Cet oedéme se localise d’ailleurs presqué 
toujours du cété ot se trouvait le caillot. 

Les sequelles sont extrémement minimes 
en comparaison de celles que |’on est ha- 
bitué 4 voir chez des malades atteints d’une 
thrombophlébite profonde non opérée, pro- 
pagée jusqu’a la veine fémorale commune. 
Elles sont suffisament peu importantes que 
pour nous permettre de lier une veine 
fémorale, méme si celle-ci était atteinte 
d’une phlébite qui aurait spontanément 
régressé ou méme comme parfois du cété 
hétérolatéral, ce processus phlébitique n’y 
a pas encore débuté. 
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5. Le traitement chirurgical de la throm- 
bophlébite par ligature fémorale a |’avan- 
tage d’éviter l'utilisation d’anticoagulants 
qui, chez des opérés, constitue palgré tout 
un danger incontestable d’hémorragie, soit 
intra-abdominale, soit au niveau de la 
cicatrice. 

La ligature fémorale n’empéche pas de 
facon compléte la formation de petits em- 
boles qui peuvent provenir de veines 
secondaires, surtout pelviennes, voire fé- 
morales profondes. Cependant, ces emboles 
sont, dans notre expérience, extrémement 
bénins et rares. 

6. Le probléme de l’intervention préven- 
tive consistant a lier les veines fémorales 
chez des patients que l’on opére d’inter- 
ventions thrombogénes (hystérectomie, 
prostatectomie, néos abdominaux, etc.) 
peut incontestablement étre envisagé. 

Nous pensons cependant que si le patient 
est surveillé attentivement une ou deux 
fois par jour, si on attire son attention sur 
limportance d’une géne éventuelle dans le 
mollet, il est bien difficile de passer 4 cété 
di diagnostic précoce de la phlébothrom- 
bose. 

Au contraire, si le malade ne peut étre 
surveillé étroitement, l’indication de la 
ligature préventive est certainement plus 
logique. 
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S consideracées que vamos fazer a 
A respeito do cancer do estémago, 
foram baseadas numa experiéncia 
pessoal que ascende a cerca de trés cen- 
tenas de casos operados. Nao é, como se vé, 
uma estatistica muito vultosa, mas ja pode 
nos dar alguns ensinamentos e por isso 
mesmo é merecedora de ser exposta e ana- 
lizada. 
Conseguimos reunir um conjunto de 299 
casos por nés operados. Desses, 266 eram 
em homens e 73 em mulheres, dando a 
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A statistical study is presented on 
the basis of a study of 299 cases of 
gastric carcinoma and its treatment. 
Surgical intervention is discussed 
from the curative, palliative and in- 
vestigative points of view. In tabular 
form are presented the duration of 
carcinoma at the time of treatment, 
the type of tumor present, the type 
of anesthesia employed for operation 
and the results of treatment from the 
three points of view aforementioned. 
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percentagem de 75,6% para 0 sexo mas- 
culino e 24,4% para o sexo feminino, isto 
é: uma proporcao de 3 homens para uma 
mulher. Sabemos que a incidéncia das afec- 
¢des ulcerosas benignas do estOmago é bem 
mais acentuada para o lado do homen do 
que da mulher: ja no cancer gastrico a 
moléstia atinge um maior numero de mul- 
heres, néo chegando, entretanto, 4 mesma 
proporcao que incide para com os homens. 
Os dados que nos colhemos sao mais ou 
menos concordes com os dados de outras 
estatisticas que focalizam o assunto. 
Interessantes sao os nimeros que con- 
seguimos coligir a respeito da idade com 
que os doentes foram operados. Tivemos 0 
caso mais precoce aos 26 anos de idade e o 
caso mais tardio aos 84 anos de idade: 
entre esses limites extremos, verificamos 
que varia a incidéncia de acdrdo com a 
idade, para atingir o seu apice no lustro 
dos 46 aos 50 anos, verificando ainda que 
na década dos 46 aos 55 anos a incidéncia 
é maior, porquanto ela atinge a dois terco 
dos casos. E nesse periodo de idade, pois, 
quando devemos ter mais cuidados em 
pesquizar a existéncia de um cancer de 
est6émago, cujo diagnéstico, como tivemos 
ja a oportunidade de acentuar, é bastante 
dificil no inicio da afeccéo. E curioso que, 
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se arrolarmos os casos de acérdo com a 
idade por lustros, verificamos que ha uma 
curva ascendente até o periodo dos 46 
aos 50 anos, para depois haver uma re- 
gressao nos lustros seguintes. Verificamos 
também que depois dos 65 anos o cancer 
e quasi tao raro como na idade do seu mais 
precoce aparecimento. Dos 26 aos 35 anos 
tivemos 5,7%, o que nao é uma incidéncia 
baixa, mostrando também que devemos 
ter a preocupacéo de, em pessoas relativa- 
mente jovens, pensar na possibilidade da 
existéncia de um cancer gastrico. Essa per- 
centagem subiu para 16% dos 36 aos 45 
anos, atingiu 35,4% na década de maior 
frequéncia: e caiu para 28% na década 
dos 56 aos 65 anos, baixando a 11% dos 
66 aos 75 anos para se limitar a 1,3% 
depois dos 75 anos. 

Consideracées pouco interessantes po- 
deriamos fazer a respeito da época do 
aparecimento dos primeiros sintomas que 
os doentes filiam 4 sua enfermidade. E’ que 
os numeros nao traduzem nesse particular 





Quadro 1.—Idade 











No. % 
De 26 a 30 anos 9 
17 5,7 
De 31 a 35 anos 8 
De 36 a 40 anos 16 ) 
48 16,0 
De 41 a 45 anos 32 
De 46 a 50 anos 57 ) 
106 35,4 ) 
De 51 a 55 anos 49 
2% 
De 56 a 60 anos 46 ) 
84 28,0 
De 61 a 65 anos 38 
De 66 a 70 anos 19 
33 11,0 
De 71 a 75 anos 14 
De 76 a 80 anos 1 } 
ey 1,3 
De 81 a 84 anos 3] 
Sem indicacao 7 7 2,5 
299 299 
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uma realidade e isso é facil de se compre- 
ender. Verificamos, por exemplo, que os do- 
entes acusavam os seus primeiros sintomas 
com menos de 6 meses em 36% dos casos: 
de 6 meses a um ano em 19,4%: de 1 ano 
a 2 anos em 10,8%: de dois a trés anos 
4,4% : mais de trés anos 24%: e em 5,4% 
nao pudemos apurar a época do inicio da 
moléstia. A primeira impressao que nos 
dao esses nimeros é a de que mais de % 
dos doentes, precisamente os 36% que se 
queixavam de estar sofrendo apenas a 6 
meses, teriam recorrido ao médico em tem- 
po util ou a de que o médico teria feito o 
devido diagnéstico em tempo util para o 
tratamento. Mas, na verdade, isso nao 
ocorre. Ha doentes que nos chegam dizendo 
que apenas sofriam a dois ou trés meses e, 
entretanto, apresentavam tumores ja in- 
operaveis com grande difus&o pela cavi- 
dade abdominal e extenso comprometi- 
mento de orgaés vizinhos, de sorte que essa 
informacdo da anamnese sobre 0 inicio dos 
sintomas nao é uma informacao segura 
para se avaliar da evolucéo da doenca ou 
da precocidade do tratamento. Ha casos, 
mesmo,—tivemos um ainda recentemente 
—em que a sintomatologia é a mais frusta 
possivel. O doente nao apresentava dor, 
tinha apenas perturbacées dispepticas 
pouco acentuadas e um clinico atilado, 
através do diagnostico da radiologia, poude 
chegar a um diagnéstico de cancer, man- 
dando-o para a cirurgia: entretanto, quan- 
do abrimos 0 abdomen desse individuo, que 
era um individuo gordo e bem corado, en- 
contramos um tumor inoperavel espalhan- 
do-se por todo o abdomen superior. Assim, 
a sintomatologia subjetiva nem sempre 
pode dar-nos uma ideia exata do grau de 
evolucéo da moléstia. Em nossa estatistica, 
fizemos a separacaéo das informacées pres- 
tadas pelos doentes sébre o inicio dos sin- 
tomas em periodos curtos até nos aproxi- 
marmos dos trés anos, porque em geral a 
evolucao de um cancer de estémago nao 
passa dos trés anos: pode, em alguns casos, 
ir além, mas na generalidade ao fim de trés 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





Quadro 2.—Natureza do Tumor 





% %o 





Adenocarcinoma 134 
Adenocarcinoma 
gelatinoso 5 
Adenocarcinoma 
papilifero 2 
Carcinoma 26 
Carcinoma 
gelatinosos 
Carcinoma 
infiltrante 
Carcinoma 
esquirroso 
Carcinoma 
medular 
Carcinoma 
alveolar 
Carcinoma 
indiferenciado 
Carcinoma 
globocelular 


) 
| 
| 
| 
| 
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r 241 ou 93,4 
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| 
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20 
7 
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| 
| 
| 
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| 
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Linfosarcoma 

Sarcoma 

Reticulo-sarcoma 

Leiomioma 

Mixoma 

Tumor de 
Krukenberg 


17 6,6 





anos com ou sem operacao 0 caso esta che- 
gando ao seu término, a nao ser que a ope- 
racaéo tenha sido eficiente. Foi esse 0 cri- 
tério que nos guiou para fazer esta divisao 
até os trés anos, arrolando os de mais de 
trés anos em um s6 grupo. Se considerar- 
mos os doentes que acusavam sofrimento 
a mais de trés anos, vamos encontrar a alta 
quantidade de 24%. Isso poderia significar 
que esses doentes eram portadores de Utl- 
cera do estémago que se tinham canceri- 
zado, donde acreditar-se que a cancerizacao 
de tlcera ocorre em 14 dos casos de cancer 
do estémago, quer dizer: em cada 4 casos 
de cancer, um deles seria decorrente da 
existéncia de uma Ulcera que se trans- 
formou em afeccéo maligna no decurso da 
sua evolucaéo. Parece que isso nfo é bem a 
realidade, proque se ha autores que afir- 
mam a possibilidade de cancerizacéo da 
tilcera—alguns mesmo dizem que 38% das 
ilceras podem se cancerizar—a grande 
maioria assinala porcentagens bastante 
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reduzidas e ha mesmo alguns que negam a 
interferéncia da tlcera no aparecimento 
do cancer gastrico, dizendo que sao molés- 
tias completamente independentes. Nao 
estamos de acérdo com este ponto de vista, 
porque temos casos comprovados da can- 
cerizacao de tilceras antigas, documentadas 
pela radiologia, pela historia clinica do 
doente e pelo exame histolégico da peca 
cirurgica. 

Tudo isso que acabamos de dizer vem- 
mostrar nos que as estatiticas precisam 
ser bem compreendidas e bem analisadas 
para que se possa tirar delas conhecimen- 
tos ou conclusées que nos sejam uteis. 

Outros dados interessantes que nos for- 
neceu 0 estudo dessas 3 centenas de casos 
por nos operados, sao aqueles relativos a 
natureza do tumor existente no estémago. 
Verificamos que 0 adenocarcinoma é o tu- 
mor mais frequente entre os canceres do 
estOémago. O adenocarcinoma simples foi 
encontrado em 134 casos: adenocarcinoma 
gelatinoso em 5: adenocarcinoma papili- 
fero em 2, dando um total de 141 casos 
com uma porcentagem de 54,6 do total, Os 
carcinomas n&éo adenomatosos, carcinoma 
simples, gelatinoso, infiltrante, esquirroso, 
medular, alveolar, indiferenciado, globo 
celular, de acérdo com a nomenclatura que 
nos forneceram os anatomopatologistas, 
estao representados em 100 casos, isto é: 
em 38,8% da totalidade da nossa estatis- 
tica, mostrando-nos que esses dois grupos 
reunidos dao 93,4% dos casos por nés ope- 
rados, ou seja 241 em 258 casos com exame 
histol6gico. Os restantes ou nao foram 
histol6gicamente esclarecidos em virtude 
de falhas da bidépsia feita ou de inadequado 
preparo do material colhidono ato da cirur- 
gia ou, entao, séo casos de linfosarcoma em 
numero de 6; de sarcoma em ntmero de 6; 
de reticulo-sarcoma em ntiimero de 1: de 
leiomioma em ntiimero de 3; e de mixoma 
em nimero de 1. Isso traduz uma percen- 
tagem de 6,6% para os tumores mesen- 
quimais que perfazem o total de 17 casos. 
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Os casos restantes, como dissemos, nao 
tiveram a sua natureza esclarecida. Todos 
sabemos como muitas vezes é dificil obter- 
se uma boa biépsia em casos avancados em 
que n@o se faz a resseccao da peca. O cirur- 
giao se limita a retirar um fragmento de 
epiploon ou um gdanglio que lhe parece 
comprometido. Muitas vezes esse ganglio 
é apenas um ganglio inflamatério e a bi- 
opsia, assim, resultou inutil para o esclare- 
cimento da natureza do tumor. Outras 
vezes, a falha nao é propriamente do cirur- 
giao, mas de quem prepara os blocos da 
inclus&o ou de quem prepara os cortes his- 
tolégicos, nao tomando fatias justamente 
naqueles pontos onde estavam as celulas 
metastaticas, e, entao, o analista ao exa- 
minar suas laminas nao pode fazer o diag- 
néstico do tumor. Isso nos ocurreu infe- 
lizmente em algumas vezes, diminuindo 
portanto o total dos casos em que pudemos 
ter o esclarecimento completo da natureza 
do tumor. 

Ainda queriamos nos referir a uma série 
de casos em que encontramos além do tu- 
mor gastrico um tumor de Krukenberg. 
Como todos sabem, o tumor de Krukenberg 
é um tumor metastatico do ovario, decor- 
rente de tumor do tubo digestivo, geral- 
mente de tumor do estémago. Encontra- 
mos tumor de Krukenberg associado a um 
adenocarcinoma em 2 casos; associado a 
carcinoma infiltrante em dois casos; asso- 
ciado a carcinoma gelatinoso em um caso; 
associado a carcinoma esquirroso em um 
caso; Nao sabemos se esta nomenclatura 
histol6gica possa ter qualquer influéncia 
sobre o ponto de vista de se firmar o diag- 
nostico de tumor de Krukenberg. Este 
cancer foi descrito com certos caracteris- 
ticos e tem merecido uma serie de discus- 
soes. Mesmo em S&o Paulo, na Associa- 
cao Paulista de Medicina, houve a cerca 
de 20 anos atrads, uma discussio muito 
acalorada sébre o aspecto microscépico do 
tumor de Krukenberg. Pode haver coinci- 
déncia de outro tipo de tumor do ovario 
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com cancer do estémago; tivemos em nossa 
série mais um caso de tumor concomitante 
do ovario em que o anatomopatolégista 
afirmou nfo se tratar de tumor de Kruken- 
berg, mas sim de um carcinoma de ovario 
sem os caracteristicos dessa entidade mér- 
bida como corolario, tivemos, também, em 
nosso Servico, mais dois casos de tumor de 
Krukenberg—um com cancer primitivo da 
sigmdide e o outro com cancer primitivo 
do transverso. Em todos esses casos de 
tumor de Krukenberg o prognéstico foi 
muito severo. E’ facil compreender-se que 
a morte sobrevinha a curto prazo, pois a 
localizagéo de metastases no ovario é sinal 
seguro de disseminacaéo do cancer primi- 
tivo. Ribert mostrou que o cancer gastrico 
se inicia na submucosa, partindo da parte 
profunda dos tubos glandulares, onde exis- 
te o centro germinativo normal. A propa- 
gacao se faz para a superficie da mucosa ou 
para a camada muscular, geralmente em 
ambos os sentidos e em extens&o, gracas 
a rica rede linfatica da submucosa, muita 
vez minando a mucosa de aparéncia nor- 
mal. A propagacao pelos linfaticos pode 
ser feita também por via retrograda e as 
vezes as celulas cancerosas podem cair no 
canal toracico e entaéo pode haver, por via 
sanguinea, 0 aparecimento de metastases 
no pulmao, fato relativamente raro. As 
metastases por via retrograda, como as 





Quadro 3.—Anestesia 

















Number % 
Geral 168 56,0 
Local 71 24,0 
Raqueana 60 20,0 
299 100 
Cirurgia Empregada 
Number 
de casos % 
Cirurgia curativa 192 64,1 
Cirurgia paliativa 56 18,8 
Cirurgia verificadora 51 17,1 
299 
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que determinam o tumor de Krukenberg 
dao-se em consequéncia da obstrucao de 
canais linfaticos ao nivel de ganglios, sen- 
do a corrente linfatica obrigada a refluir 
pelos linfaticos aferentes. A via sanguinea 
também pode ser observada na propoga- 
cao do cancer do estémago, dando frequen- 
temente metastases no figado, geralmente 
multiplas, por intermédio da veia porta. 
A propagacéo por implantacaéo também 
pode ser observada na chamada carcino- 
matose miliar peritoneal. 

Quanto ao tratamento empregado, a 
nossa estatistica acusa os seguintes dados, 
que podemos dividir em trés grupos, clas- 
sificando-os desta maneira: cirurgia cura- 
tiva, cirurgia paliativa, e cirurgia verifica- 
dora. 

Como cirurgia curativa designamos 
aquela em que a agressividade operatoéria 
é feita no intuito de remover o tumor e as 
suas metastases visiveis, quer dizer: na- 
queles casos em que o cirurgido age vi- 
sando curar o seu doente, embora ele 
saiba que em boa porcentagem dos casos 
esse seu empenho nao sera realizado; 
como cirurgia paliativa nos classifica- 
mos aqueles casos em que o cirurgiao 
sabe de antem&o que n&o vai curar 0 do- 
ente, mas vai fazer alguma coisa em seu 
beneficio visando aliviar uma parte dos 
sofrimentos, sem contar propiamente com 
uma cura, porquanto a extensao da molés- 
tia ou a sua localizacaéo nao lhe permittem 
ter essa esperanca; como cirurgia verifica- 
dora, arrolamos 0s casos em que ao cirur- 
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giao apenas resta a confirmacéo de um di- 
agnostico previamente feito ou de um 
diagnoéstico feito no ato cirtirgico, tal o 
avan¢ado do processo morbido. Sao casos 
em que apenas se faz o que o prof. Luiz do 
Rego chamava de “cirurgia verificadora.” 

Visando uma cirurgia curativa, agimos 
em 64,1% dos casos ou em 192 casos; uma 
cirurgia paliativa em 18,8% ou em 56 
casos; e uma simples cirtrgia verificadora 
em 17,1% ou em 51 casos. Em grandes 
Servicos europeus e norte-americanos ain- 
da a bem pouco se acentuava que geral- 
mente nao se podia chegar a fazer uma 
cirurgia curativa em 50% dos casos; ulti- 
mamente, porém, com os progressos da 
técnica cirirgica e os da anestesia, a 
operabilidade ja aleancou numeros mais 
elevados e acreditamos que estes 64% con- 
seguidos em nosso Servico estéao se om- 
breando com as melhores percentagens 
desses grandes Servicos. 

Nesses 192 casos de cirurgia curativa 
empregamos a gastroduodenectomia sub- 
total em 96,9% quasi 97% dos casos; a 
gastrectomia total em 5 ou 2,6% dos casos 
e a exciséo simples do tumor em 1 ou 
0,5%. Em muitos casos fizemos a técnica 
de Polya simples; em outros associamos 
essa técnica ou a resseccéo do transverso 
ou a esplenectomia ou 4 colecistectomia e 
em 2 casos empregamos a técnica do Bill- 
roth I. 

Quanto a cirurgia paliativa os nimeros 
mais elavados se referem 4 alcoolizagao 
dos mesos. Este foi um método por nds 





Quadro 4.—Cirurgia Curativa 
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usado desde muito com a finalidade de ali- 
viar 0 paciente de déres nos canceres in- 
operaveis e em muitos casos tivemos a ale- 
gria de verificar que realmente os doentes 
foram aliviados de grande parte dos seus 
sofrimentos, evitando aquele emprego mais 
ou menos precoce dos entorpecentes. Em- 
pregamos a alcoolizacao dos mesos exclu- 
sivamente em casos inoperaveis. Em 30 
enfermos usamos sémente a alcoolizacao; 
ela foi associada 4 gastro-jejunostomia em 
3 casos; fizemos gastrojejunostomia des- 
compressiva em casos estenosantes em 18 
casos; usamos a jejunostomia para ali- 
mentacao do doente em 2 casos; ensaiamos 
uma vez a vagotomia, sem resultado apre- 
ciavel; fizemos também uma vez a sutura 
simples de uma perfuracao de cancer do 
estO6mago e, de outra feita, apenas nos 
limitamos a uma drenagem do peritoneo. 

Quanto a cirurgia simplesmente verifi- 
cadora, tivemos o desprazer de a empregar 
em 51 casos ou — 17% dos nossos en- 
fermos. 

Quanto 4 anestesia tivemos a oportuni- 
dade de usar a anestesia geral em 168 
casos ou em 56% deles; a anestesia local 
ou loco-regional, em 71 ou 24% e a anes- 
tesia raqueana em 60 casos ou 20%. Atu- 
almente temos empregado sistematicamen- 
te a anestesia geral, dado os progressos 
da anestesiologia e isso com resultados 
muito apreciaveis, mas por muito tempo 
empregamos nao so a anestesia requeana 
como também a anestesia tronco-regional, 
que nos deram muitas oportunidades de 
realizar intervencdes plenamente satisfa- 
t6rias. Entretanto, verificamos que a 
anestesia logo-regional produzia com mui- 
ta frequéncia perturbacdes ou complica- 
cdes toracicas ou pulmonares e a requeana, 
numa cirurgia mais extensa, como é a 
cirurgia do cancer gastrico, nem sempre 
é suficiente, necessitando de complementa- 
cao por uma anestesia local. 

Nos casos de gastrectomia total, tive- 
mos morte hospitalar em 2 deles; um dos 
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Quadro 5.—Cirurgia Paliativa 








Alcoolizagao dos mesos 30 
Gastrojejunostomia 18 

Cirurgia Gastrojejunostomia 
Paliativa | alcoolizagao 3 
18,8% Jejunostomia 2 
ale Vagotomia 1 
Sutura de perfuracao 1 
Drenagem do peritoneo 1 








Quadro 6.—Cirurgia Verificadora 





Cirurgia 
verificadora 
51 ou 
17,1% 


| Laparotomia e biopsia 51 








Quadro 7.—Natureza do Tumor em Doentes 
com Sobrevida Longa 





Adenocarcinoma com 20, 16, 18, 12 e 9 anos 


Adenocarcinoma gelatinoso com 12 anos 
Carcinoma globocelular com 15 anos 
Carcinoma com 12 anos 
Carcinoma gelatinoso com 11 anos 
Sarcoma com 25 anos 
Linfosarcoma com 8 e 9 anos 
Leiomioma com 9 anos 





enfermos morreu 6 meses depois da inter- 
vencao, outro 9 meses depois e o ultimo 
14 meses depois da intervencaéo, Em nen- 
hum tivemos uma sobrevida satisfatéria 
pois, a maior alcancada foi de 14 meses. 
Estes nossos dados estao de acérdo com os 
dados recentes da literatura, que nos mos- 
tram que a gastrectomia total deve ser 
uma intervencdo exclusivamente de neces- 
sidade, para aqueles casos de cancer que 
ocupam a cupula gastrica ou a regiao da 
cardia. S6 entéo é que se deve fazer a 
gastrectomia total. Quando existe um 
cancer do corpo e principalmente quando 
existe um cancer do Antro gastrico, que 
sio os mais frequentes, nds devemos nos 
limitar a uma gastrectomia subtotal, que 
é uma gastrectomia que da resultados tao 
bons ou talvez melhores que a gastrectomia 
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total, sem apresentar os riscos e as conse- 
quéncias desta. Todos aqueles que com o 
entusiasmo das novidades haviam pregado 
a realizacao de gastrectomias totais ja vol- 
taram atras e hoje as publicacées médicas 
estéo cheias de opinioes alertando nos de 
que devemos reservar a gastrectomia total 
somente para os casos de extrema necessi- 
dade. Isso esta de pleno acérdo com a 
orientacéo que vimos a muitos anos segu- 
indo em posso Servico. 


E’ interessante verificarse a sobrevida 
que tiveram os nossos pacientes, justa- 
mente para termos uma ideia do resultado 
do esforco feito em seu beneficio. Verifi- 
camos que dentro dos primeiros 6 meses 
faleceram 101 dos nossos 299 enfermos 
e que dos 6 meses a um ano morreram 33 
deles, dando um total de 134 falecidos no 
fim do primeiro ano, Assim, 44,8% dos 
299 doentes operados faleceram dentro do 
periodo de um ano depois da intervencao. 
Eram casos geralmente muito avancados, 
mostrando quéo tardiamente os cancero- 
sos chegam as maos do cirurgiao. 

Se formos analisar apenas os casos do 
grupo em que a intervencao foi feita com 
intuito curativo, isto é: néds casos em que 
fizemos a resseccéo gastrica, os resultados 
serao entéo muito mais significativos. 

Podemos entao, apresentar no quadro 
abaixo os nimeros relativos 4 sobrevida. 

A mortalidade hospitalar foi de 12,6% ; 
é relativamente alta, mas deve se levar 
em conta que compreende casos operados 
antes da época dos antibidticos e da mel- 
horia dos cuidados pré e posoperatérios 
No cancer é cerca de 10 vezes mais elevada 
que na tulcera. Vejamos as causas dos 
ébitos : 

Choque operatério 
Cardiopatias 
Deiscéncia de sutura 
Hemorragia 


Pneumonia 
Uremia 


BS [no no 09 co «a 4a 
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Quadro 8.—Resultado do Cirurgia Curativa 





% 





12,6 
26,2 
12,6 
5,2 
2,6 
1,6 
0,5 


Mortos no posoperatério imediato 
Faleceram durante o primeiro ano 
Faleceram durante o segundo ano 
Faleceram durante o terceiro ano 
Faleceram durante o quarto ano 
Faleceram aos cinco anos 
Faleceram apos oito anos 
Estao vivos: 
com 25 
com 
com 
com 
com 
com 
com 
com 
com 
com 
com 
com 
com 
com 
com 
com 


anos 
anos 
anos 
anos 
anos 
anos 
anos 
anos 
anos 
anos 
anos 


RPOONDE RHE DWE Heep 


Be Dow P O11 CO 


48 


Mortos por intercorréncia 
(9% e 2% anos) 
Decorréncia ignorada 





Certo que com os progressos ultima- 
mente introduzidos nos cuidados aos do- 
entes o chamado choque operatério prati- 
camente desapareceu das estatisticas, para 
isso também concorrendo a melhor avali- 
acéo da cansa mortis, gracas a exames a 
assisténcia especializados a que hoje re- 
corremos. Mesmo as mortes por falécia 
do sistema circulatério sao hoje em boa 
parte evitaveis, com o concurso do inter- 
nista, a quem o cirurgiao confia 0 preparo 
do operando e a quem recorre, quando 
necessario, no periodo posoperatério. As 
complicagées pulmonares sao agéra facil- 
mente debeladas com o auxilio dos anti- 
biéticos e outras medicacées adequadas. 
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As hemorragias e deiscéncias de sutura 
tendem a se tornar cada vez mais raras, 
com os progressos da técnica, 0 adextra- 
mento do cirurgiao e as licdes de sua pr6- 
pria experiéncia. Finalmente, a uremia 
dificilmente sera eliminada de uma esta- 
tistica desta natureza, em vista da idade 
dos pacientes—geralmente bastante avan- 
cada, com comprometimento irredutivel 
dos rins, sem que a medicina disponha de 
recursos capazes de contorna-la eficiente- 
mente em grande nimero de casos. 

Em 12,6% dos casos néo conseguimos 
rever os pacientes depois de obtida a alta 
hospitalar. E’ possivel que entre esses al- 
guns tenham ultrapassado os 5 anos de 
sobrevida. Quando o operado ficou livre dos 
seus sintomas e nada mais sente, geral- 
mente nao atende ao pedido do cirurgiao 
que compareca periédicamente 4 consulta 
para revisio do seu estado de satide. Es- 
quece, com esquecer-se do sofrimento, o 
médico que o livrou dele. Quando sobrevem 
qualquer moléstia, entao corre ligeiro ao 
seu operador para vér se os seus sintomes 
sad decorrentes da operacdéo, tendo em 
mente que “algo poderia ter sido mal 
feito.” Ha sempre uma desconfianca 
quanto a pericia do cirurgiao. Assim, 
reafirmamos, é posivel que entre esses 
12,6% de gastrectomizados por cancer al- 
guns tenham sobrevivido até além dos 5 
anos. Verificamos que sao raros os que 
apresentaram recorréncia do cancer depois 
dos dois anos da operacaéo: 10 atingiram 
o terceiro ano, 5 o quarto; 3 morreram 
préximo dos 5 anos e | teve recorréncia 
aos 8 anos da resseccéo. E’ justo indagar 
se nesses casos em que a moléstia voltou a 
longa distancia n&o teria havido a eclosao 
de um novo cancer em terreno predisposto 
ou por interferéncia de qualquer fator 
etiopatogénico. O que nos cumpre salien- 
tar é que muito raramente temos ob- 
servado a recorréncia do tumor no coto 
gastrico ou na boca anastomotica: ela 
geralmente se manifesta em territérios 
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ganglionares ou em outros orgaos, par- 
ticularmente o figado. 

A nossa estatistica apresenta uma so- 
brevida global de 25,1%. A esse nimero 
devemos acrescentar mais 1% relativo a 
2 operados que faleceram por motivo al- 
heio ao cancer: um aos 214 anos, por 
peritonite consequente a rutura de hernia 
inguinal estrangulada do delgado: o outro 
aos 91% anos, por ileoparalitico apdés inter- 
vencao para correcéo de eventrac&o e re- 
visio da cavidade abdominal. Assim, pois, 
mais de um quarto dos operados ficaram 
livres da sua doenca. Deve-se ter em conta, 
porém, que muitos deles foram operados 
recentemente e ainda nao atingiram os 
cinco anos de sobrevida. Vejamos os nt- 
meros, ai incluindo os 2 mortos por inter- 
corréncia: 


Com menos de um ano 5 casos 
Com 1 a 2 anos 7 casos 
Com 2 a 8 anos 5 casos 
Com 3 a 4 anos 5 casos 
Com 4 a 5 anos 9 casos 
Com mais de 5 anos 19 casos 

50 casos 


2 


Se deixarmos de parte, como é obvio, 
os doentes que faleceram no posoperatério 
em decorréncia do ato cirtirgico e nao da 
moléstia, bem como os pacientes sdbre os 
quais nao tivemos noticias do seu estado 
de satide depois de sairem do hospital— 
isto é: 24 mais 24 ou 48, teriamos que 
avaliar a sobrevida num total de 143 casos 
revistos conforme o quadro abaixo: 


143 casos ressecados e revistos: 


Mortos no primeiro ano 50 34,9% 

Mortos no segundo ano 24 16,8% 

Mortos no terceiro ano 10 7,0% 

Mortos depois do terceiro ano 9 6,3% 

Doentes com sobrevida 50 34,9% 
143 


Vejamos entre os doentes com sobrevida 
qual é a porcentagem observada conforme 
o tempo decorrido: 


Com 0 a 2 anos 12 8,4% 
Com 2 a 3 anos 5 8,5% 
Com 8 a 4 anos 5 8,5% 
Com 4 a 5 anos 9 6,3% 
Com mais de 5 anos 19 13,2% 
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Como resultado pratico, podemos afir- 
mar que a resseccéo gastrica nos da uma 
sobrevida de mais de 5 anos em pelo me- 
nos—13,2% dos casos: de mais de 4 anos 
em pelo menos 19,5% : de mais de 3 anos 
em pelo menos 23% dos casos. E isso numa 
estatistica global de casos mais ou menos 
avancados num ambiente onde o diagnés- 
tico precoce é uma raridade. 

Convém assinalar, para terminarmos 
estas consideracées, que os casos de maior 
sobrevida correspondiam a doentes que 
tinham os seguintes tipos de tumor: 
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tumores da linha dos sarcomas. Assim foi 
em nossa estatistica, encarando-a em nt- 
meros relativos: pois se tinhamos 1 caso 
de sarcoma para 15 de carcinoma, a sobre- 
vida nos da a relacao de 1 de sarcoma para 
apenas 2 de carcinoma, donde a proba- 
bilidade de sobrevida é de cerca de 7,5 
vezes maior para os casos de sarcoma do 
que para os casos de carcinoma. 

Sao essas as licdes que se podem tirar 
da nossa estatistica, licdes essas sujeitas 
as restricoes que se devem fazer a um 
numero tao limitado de casos — apenas 


Em geral, o prognéstico é melhor nos __ trés centenas. 


An automobile may break down for many reasons. A tyre may go flat, a wheel 
may come off, a bolt may drop from the steering or transmission, a break may 
appear in the ignition system, a fly may choke a jet, or a drop of water may 
block a petrol pipe. The machine stops, the cause of failure is discovered and cor- 
rected, and then it goes on again. The mechanism of an aeroplane may go wrong 
for similar reasons, but in this case the result is usually permanent and usually 
the same—a mass of crumpled aluminium. We do not, however, try to prove a 
common cause. The causes are as varied as those that stop an automobile, but a 
secondary factor, that of gravity, comes in to make what is a temporary break- 
down in the first case, a permanent disaster in the second. 

It is probable, then, that the causes of ulcer are as many and varied as the 
causes of skin spots and automobile breakdowns, but while lesions on the skin 
and mucous membranes are allowed to heal, those on a surface exposed to acid 
are digested away and become chronic ulcers, similar in each case whatever their 
first cause. The common sites of ulcer are not those where the primary lesion oc- 
curs most often, but those where the fixity of the part opposes healing and favours 
auto-digestion. But whether acid be the cause of ulcers or only the cause of their 
persistence, the surgical treatment of ulcer is bound up with a reduction in the 
acid level, 


—Ozilvie 
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The Pathologists: Morgagni, Rokitansky 
and Virchow 


ESMOND R. LONG, M.D.* 
PHILADELPHIA, PENNSYLVANIA 


OMPARISON has often been made of 

the achievements of the three cele- 

brated pathologists Morgagni, Roki- 
tansky and Virchow, and their respective 
influences on the development of pathol- 
ogy. Their inspiration is still apparent, 
and it is not difficult for students of medi- 
cal history to recognize the foundation 
they built for the structure of modern 
teaching and practice. 

To review the accomplishments of these 
giant figures with intelligent detail in the 
space available would be too much of a 
task. At best one can only select a few that 
seem to have borne special fruit, e.g., Vir- 
chow’s cellular concept of pathology. For 
present purposes it may be more to the 
point to recall the character of the men, 
their place in their own society, the im- 
pression they made on their times and the 
methods of teaching they bequeathed to 
later generations. It should therefore not 
be inappropriate to concentrate, in the al- 
lotted period, on the manner in which the 
three masters passed along the fruits of 
their labors and won the support of their 
own contemporaries in advancing the 
work in which they were engaged. For in 
all truth no one of the three was a prophet 
without honor in his own country, nor can 





*Emeritus Professor of Pathology, Henry Phipps Institute, 
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it be said that the light of any one of them 
was hidden under a bushel. 





During the forthcoming months of 
1959 and as long thereafter as pos- 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be honored by 
presentations of rare and extraordi- 
nary historic value, the lectures pre- 
sented at the International Surgeons’ 
Hall of Fame on medical and surgi- 
cal history from the earliest recorded 
achievements to those of our own 
times. We believe that Journal read- 
ers who were not able to attend the 
lectures will find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in- 
trinsically thrilling and is a vital 
part of the education of every cul- 
tivated man and woman, inside or 
outside the profession. It is alto- 
gether fitting that it should appear 
in these pages, since the Interna- 
tional College of Surgeons is first, 
last and always a teaching institu- 
tion. 
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In introducing each person it will be 
pertinent to discuss the state of pathologic 
science at the time he came upon the scene, 
It will also be proper, at the start, to indi- 
cate what is meant by pathology. For pres- 
ent purposes the term is essentially equiva- 
lent to morbid anatomy, including its ma- 
jor subdivision, pathologic histology. 

Before Morgagni—Although the fact is 
commonly overlooked, a not inconsiderable 
knowledge of morbid anatomy had accumu- 
lated in the three hundred years preceding 
Morgagni’s labors. All the great anato- 
mists whose names are bywords in the 
history of their science left descriptions of 
morbid as well as normal anatomy. Many 
of these, if not themselves Italians, worked 
for years and made some of their most 
celebrated observations in Italy. The list 
includes Mondino de Luzzi (circa 1270- 
1326), sometimes called the pre-Vesalian 
founder of anatomy; Andreas Vesalius 
himself (1514-1564); William Harvey 
(1578-1657) ; Giacomo Berengario da Car- 
pi (1470-1550) ; Matteo Realdo Colombo 
(1516-1559); Gabriello Fallopio (1523- 
1562); Bartolommeo Eustachi (1524- 
1574), and Marcello Malpighi (1628- 
1694). More or less buried in the 
voluminous records of these men, as well 
as in those of other distinguished physi- 
cians in France, Holland, and Germany, 
are hundreds of reports of dissections 
which they or colleagues known to them 
performed to clarify the cause of death. 
Two books should be mentioned as of spe- 
cial interest, the De abditis morborum 
causis (abbreviated title) of Antonio 
Benivieni (1443-1502) of Florence, and 
the Sepulchretum Anatomicum of Théo- 
phile Bonet (1620-1689) of Geneva. The 
former work is of interest because of the 
similarity of its title and purpose to that 
of Morgagni, and the latter because its 
lack of organization of a wealth of ma- 
terial stimulated Morgagni to the produc- 
tion of his own superior book. The obser- 
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vations compiled in these numerous rec- 
ords were so brief as to be of little value 
for generalization, and the most compre- 
hensive compendium, Bonet’s, was so 
poorly put together that it could not in any 
way serve as a teaching text. 

In his own time Morgagni was not alone 
among his contemporaries in the advance- 
ment of pathologic science. His teacher 
Antonio Maria Valsalva (1666-1723) of 
Bologna and his Italian contemporaries 
Giovanni Maria Lancisi (1654-1720) and 
Bernardino Ramazzini (1633-1714) were 
deeply concerned with variations from the 
normal and made notable contributions in 
special fields. The time was ripe for a 
master who could extend the general field 
and codify the immense amount of exist- 
ing material. 

Morgagni.—Giovanni Battista Mor- 
gagni (1682-1771) of Forli, Bologna and 
Padua accomplished this great task. His 
major service to medicine was nothing less 
than establishing the anatomic concept of 
disease so firmly in the minds of physi- 
cians throughout the scientific world that 
the old vagaries on general systemic states 
of the body could never again serve as a 
cloak for ignorance. To be sure, the facile 
systematists of the day were not imme- 
diately downed. The “tonus” theory of 
Friedrich Hoffman (1660-1742) of Halle 
and the “animism” of Georg Stahl (1660- 
1734) of Ansbach continued to have a 
large school of adherents. The influence of 
Thomas Sydenham (1624-1689), who 
never took anatomic studies seriously, per- 
sisted. But the majority of scientific men 
of Morgagni’s own time, many of whom 
were striving in the same direction, wel- 
comed the De sedibus et causis morborum 
immediately as practical, objective and 
illuminating. 

Perhaps the most significant feature 
was the prompt acceptance of the book as 
authoritative at a time when scientific 
communication was not furthered by book 
reviews and wide advertising as it is to- 
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day. For the explanation of this we must 
go back to a consideration of Morgagni’s 
position in the scientific world. He had 
graduated in medicine at Bologna, then at 
the peak of its reputation among Italian 
medical schools. He had been singled out 
by the Professor of Anatomy, Valsalva, as 
a student of exceptional promise. He be- 
came the latter’s assistant and from time 
to time substituted for Valsalva in lectur- 
ing. An enormous number of students 
from all over Europe attended the Univer- 
sity of Bologna, and there can be little 
doubt that much of Morgagni’s later repu- 
tation stemmed from the contacts he made 
at the time. He himself organized a so- 
ciety among them, the Academia Inquieto- 
rum, or “Academy of the Restless,” for 
the discussion of scientific and philosophic 
subjects. After a period at Bologna he 
spent some time at the Universities of 
Pisa and Padua and then began the prac- 
tice of medicine in his home town of 
Forli. His major scientific interest re- 
mained in anatomy, and his well known 
Adversaria Anatomica (1706-1719), a col- 
lection of essays on anatomic subjects, 
based on his work at Bologna, was pub- 
lished during this early period. The im- 
pression made by the first selections of 
the latter led to his-call in 1711 to a uni- 
versity position at Padua, where, shortly 
afterward, he was appointed Professor of 
Anatomy, taking his place in the long line 
of incumbents of the chair since Vesalius, 
which included Colombo, Fallopio, Fabri- 
cius of Aquapendente, Spigelius and Ves- 
ling. 

The De sedibus et causis morborum 
was published in 1761, fifty years after 
Morgagni’s arrival at Padua. In the mean- 
time he had become the most distinguished 
member of the medical faculty and a 
highly respected figure throughout Europe. 
There can be no doubt that the immediate 
prestige of his book rested on this long 
period of personal growth. It is said that 
all the learned and great who came to 
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Fig. 1—Giovanni Battista Morgagni (1682-1771). 


Padua visited him. His correspondence 
was tremendous. His was a time when in- 
vestigators communicated their observa- 
tions by letter to colleagues near and far. 
As Sigerist has noted in his Great Doctors, 
such letters were passed from hand to 
hand, annotated and returned to the origi- 
nal writer, sometimes swollen to the size 
of a monograph. Thanks to these letters, 
we know much of the history and biog- 
raphy of learned men of the eighteenth 
century that would otherwise have been 
forgotten. 

The Index Nomimum et Rerum Nota- 
bilium attached to the De sedibus carries 
the names of hundreds of predecessors and 
contemporaries. With many of the latter, 
such as Frederick Ruysch, Hermann Boer- 
haave and Albrecht von Haller, Morgagni 
was in personal correspondence. Haller 
called him “vir ingenii, memoriae, studii, 
incomparabilis.” In recognition of his com- 
manding position he was elected to the 
leading scientific academies of Europe, in- 
cluding the Royal Society of London in 
1724, the Academy of Sciences in Paris in 
1731, the Imperial Academy of St. Peters- 
burg in 1735 and the Academy of Berlin 
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in 1754, all before, and some long before 
publication of the De sedibus et causis 
morborum. In the Paris academy he re- 
placed Frederick Ruysch on the latter’s 
death in 1731. Morgagni’s position at 
home was no less influential. He was a 
recognized scholar, in art and literature 
as well as in science. He was closely ac- 
quainted with the secular rulers of the 
Republic of Venice, to which Padua ad- 
hered, and of the neighboring Italian states. 
He was on terms of personal intimacy with 
five popes, who sought his advice fre- 
quently on important educational ques- 
tions. The distinguished Clement x1II often 
consulted Morgagni professionally at Pa- 
dua before he became pontiff in Rome. 
Morgagni’s relations with the Church 
were close. It is worthy of note that one 
of his sons became a Jesuit teacher and 
all eight of his daughters who grew to 
maturity entered religious orders. 

Of his great book, which has so often 
been described, little more need be said. 
It was published when Morgagni was 
nearly eighty years old, but had been built 
up, as we have seen, over many preceding 
years. Not a few of the observations dated 
back to the days when Morgagni worked 
in immediate association with Valsalva. 
The contents embrace the whole field of 
pathology. One of the most valuable fea- 
tures of the book is its Index, which, while 
not fully adequate from the point of view 
of modern listing of names and subjects, 
was so far ahead of any similar index 
published up to that time as to call forth 
the commendation of contemporaries and 
successors for years to come. 

The De sedibus et causis morborum ap- 
peared in several editions and translations. 
Morgagni lived ten years after its publi- 
cation, active in University affairs, extraor- 
dinarily vigorous and alert for an octo- 
genarian, and fully able to recognize the 
influence he had exerted on medical sci- 
ence. Years later, with the perspective of 
more than a century, Rudolph Virchow 
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epitomized Morgagni’s crystallization of 
the association of symptoms and organs, 
in one of the great German pathologist’s 
best known essays, ‘“Morgagni und der 
Anatomische Gedanke”’ (1894). 

From Morgagni to Rokitansky.—After 
Morgagni, leadership in pathologic anat- 
omy passed from Italy to a rising school 
of vigorous investigators in France. With 
the French revolution came a new evolu- 
tion in science. A Frenchman, Jean Cru- 
veilhier, spoke only the truth when he 
said that France had succeeded Italy as 
the classic land of pathologic anatomy. 
French contemporaries of Morgagni, par- 
ticularly Joseph Lieutaud (1703-1780) and 
Antoine Portal (1742-1832), had contrib- 
uted compilations of necropsies something 
like the Sepulchretum of Théophile Bonet. 
Their work, like the latter’s, was inferior 
to that of Morgagni, but it was succeeded 
by the brilliant labors of a French school 
that advanced the science notably. 

The new French school included Marie- 
Francois-Xavier Bichat (1771-1802), Gas- 
pard-Laurent Bayle (1774-1816), Rene- 
Théophile-Hyacinthe Laennec (1781- 
1826), Pierre-Charles-Alexandre Louis 
(1787-1872), Gabriel Andral (1797-1876) 
and Jean Cruveilhier (1791-1873). These 
men added greatly to factual information, 
and equally to the teaching of large num- 
bers of students who later became dis- 
tinguished investigators themselves. 

At the same time an independent school 
of pathologic anatomy was developing in 
England, with William Hunter (1718- 
1783), John Hunter (1728-1793) and Mat- 
thew Baillie (1761-1823) furnishing much 
of the impetus, and the clinicians Richard 
Bright (1789-1858) and Thomas Addison 
(1793-1860) tying pathology closely to 
clinical medicine. The professional pa- 
thologists Robert Carswell (1793-1857), 
James Hope (1801-1841) and Thomas 
Hodgkin (1798-1866) elevated pathology 
to a front-rank discipline in the medical 
curriculum. 





vo 





VOL. 32, NO. 3 


Rokitansky.—In the middle of the nine- 
teenth century, in one of those curious 
geographic shifts that seem to characterize 
leadership in research, the top position in 
many branches of medicine, including 
pathology, passed to Vienna. Under the 
inspiration of Carl Rokitansky (1804- 
1878) and Josef Skoda (1805-1881), a 
“new Vienna School” came into being, as 
a more vital successor to the “old Vienna 
School” which grew on the shoulders of 
Gerhard van Swieten (1700-1772), Anton 
de Haen (1704-1776) and Leopold Auen- 
brugger (1722-1809). 

Carl Rokitansky became the world’s 
master delineator of morbid anatomic 
changes. Even Virchow, whose sharp criti- 
cism demolished the theoretical generali- 
zations so close to Rokitansky’s heart, 
called Rokitansky the greatest descriptive 
pathologist of the time. The volume of 
pathologic material recorded by Rokitan- 
sky was tremendous. His most effective 
and one of his earliest services to the sci- 
entific discipline he had chosen was his 
insistence, as soon as his position was se- 
cure enough to warrant it, that the bodies 
of all persons who died in the General Hos- 
pital of Vienna be sent to the Pathological 
Institute of the hospital for postmortem 
study. The necropsies, a huge number of 
which were performed by Rokitansky him- 
self, were carried out with a thoroughness 
never practiced before. He began by es- 
tablishing a procedure of technic insuring 
the preservation of anatomic relations, 
which, in spite of innumerable modifica- 
tions in detail introduced for individual 
purposes by hundreds of later pathologists, 
is still referred to as Rokitansky’s method 
—“‘nach Rokitansky” in German-speaking 
lands. 

Only a fraction of the results of study 
of this gigantic volume of necropsies was 
published in separate papers by Rokitan- 
sky himself, who wrote his first necropsy 
protocol in the hospital in 1827 and his 
thirty thousandth some thirty-eight years 
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later. So many students were in attend- 
ance that much of the large accumulation 
of descriptive data became general knowl- 
edge without the formality of publication. 
Like Morgagni, Rokitansky attracted pu- 
pils from all Europe. Prior to his time 
medical students flocked to Paris; in Roki- 
tansky’s era they massed in steadily in- 
creasing number in Vienna. He had a 
genius for teaching and a gift for organi- 
zation and generalization. If the latter 
carried him too far—if, as a successor, 
Anton Weichselbaum, put it, “in seeking 
explanation he reached into error’”—the 
fact did not detract from the solid value 
of his objective descriptions or the order- 
liness of his arrangement of material. His 
outstanding publication, the Handbuch der 
pathologischen Anatomie, although built 
to some extent on the systems of Johann 





Fig. 2.—Carl Rokitansky (1804-1878). 
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Martin Lobstein (1777-1835) and Adolph 
Wilhelm Otto (1786-1845), was the first 
true textbook of general and special pa- 
thology. The De sedibus et causis mor- 
borum of Morgagni was an extensive and 
illuminating series of case reports grouped 
by anatomic systems. Matthew Baillie’s 
Morbid Anatomy of Some of the Most 
Important Parts of the Human Body was 
a special or “organ” pathology, fortunately 
supplemented soon afterward by Baillie’s 
own and other excellent British pictorial 
atlases of pathology. Cruveilhier’s unsur- 
passed lithographic atlas had been com- 
pleted shortly before the first volume of 
Rokitansky’s handbook appeared, but his 
Anatomie pathologique generale was yet 
to come. 

Rokitansky’s handbook, therefore, was 
a new creation. The texts of succeeding 
years, in all languages, were consciously 
or unconsciously modeled upon it. It is 
unfortunate that its conspicuous defect, 
the strange doctrine of crases and stases 
of the blood that Virchow derided, has 
drawn so much attention from historians 
of later years. To be sure Rokitansky 
“asked for it,” to use a colloquial expres- 
sion; he had devoted untold hours and his 
best judgment to this singular concept. 
He outlined it in tedious detail in Vol- 
ume I of the Handbuch, and reverted to it 
over and again in explanation of organic 
lesions. Nevertheless, indefensible as it 
was, it should not overshadow the almost 
limitless objective detail in the gross de- 
scription of pathologic processes and dis- 
eased organs written with precision in 
terms of altered morphologic structure and 
changes in position, color, consistency and 
continuity. 

As is well known, after Virchow’s sharp 
attack on the concept as a “monstrous 
anachronism,” Rokitansky discarded it en- 
tirely. This he did quietly and apparently 
without rancor. The theory did not ap- 
pear in the second and later editions of the 
beok. ‘irchow himself, years later, wrote 
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that the book had been in its time the best 
of all manuals on pathologic anatomy and 
had served as the true foundation of prac- 
tical medicine. A sensitive biographer 
(Menne) has said that Rokitansky’s “was 
probably the greatest single balancing 
force in medical science of the nineteenth 
century.” 

Rokitansky had begun the study of medi- 
cine as a poor boy. He had gone from his 
home town of Koenigsgratz in Bohemia to 
the university city of Prague in a peas- 
ant’s wagon. Dissatisfied with the teach- 
ing there, but with already formed scien- 
tific interests of his own, he moved to 
Vienna. His bent for pathology led to his 
appointment at the time of his graduation 
as assistant to Johannes Wagner (1800- 
1832), prosector of the Allgemeines Kran- 
kenhaus. He succeeded Wagner on the 
latter’s death, but with a low salary and 
uncertain tenure. From then on he carved 
out his own career. Although influenced 
in his formative years by the writings of 
Lobstein, Andral and Friedrich Meckel 
(1781-1833), he never had a teacher and 
master in the sense that Morgagni did in 
Valsalva and Virchow in Johannes Miiller. 
Wagner and the Allgemeines Krankenhaus 
merely created his opportunity. Rokitan- 
sky, with the stimulus of a generation of 
eager and youthful colleagues in the “new 
Vienna school,” taught pathology to him- 
self at the necropsy table. His power of 
observation has not been surpassed, and 
perhaps was equaled only by his capacity 
for passing the information along. 

His service to the hospital and the Uni- 
versity of Vienna lasted almost fifty years. 
On his seventieth birthday, in 1874, a 
celebration was held in Vienna in his 
honor, at which a degree and a gold medal 
were conferred upon him by the Rector and 
Senate of the University, with a certificate 
of honor, extolling his contributions to 
science and education with unrestrained 
eulogy. In the preceding years he had 
taken an active part in administrative af- 
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fairs as president of the Medical Society 
of Vienna, and other scientific societies; 
as a member of the Imperial Academy of 
Sciences; as dean of the medical faculty 
(1849), and as rector of the University 
(1850). His views, put forth modestly, in 
some contrast to the growing authoritari- 
anism of the Vienna school, were widely 
influential. In his farewell address in 
1875 he said, “Actuated by one of the most 
urgent needs of the day, I devoted myself 
to pathological anatomy as a branch of 
investigation likely to prove fruitful to 
clinical medicine, and was able, on Ger- 
man soil, to give it so much importance 
that it became possible to describe it as 
the true foundation of pathological physi- 
ology and as the fundamental method of 
natural research in the domain of medi- 
cine.” It remains only to add that his in- 
fluence on medical research was as pro- 
found as on medical education. 

From Rokitansky to Virchow.—At the 
time when Rokitansky and the New Vi- 
enna School were developing pathology as 
a major academic discipline and establish- 
ing it as the most rigid of controls on 
diagnosis, in Germany, not so far away, 
medicine in general and pathology in par- 
ticular were still under the spell of the 
old time systematists who scouted the 
value of pathologic anatomy. On the other 
hand, fundamental studies were under 
way that were to bring about a major 
revolution in these sciences. The stimulus 
for the movement came from the mind of 
one of the master medical teachers of 
the nineteenth century, Johannes Miiller 
(1801-1858) of Bonn and Berlin. Miiller, 
as the preceptor of Theodor Schwann 
(1810-1882), Jacob Henle (1809-1885) 
and Rudolph Virchow (1821-1902), was 
the source from which modern histology 
and cellular pathology arose. 

Schwann had drawn the cellular concept 
of animal life from the botanist Matthias 
Jacob Schleiden (1804-1881). Unfortu- 
nately each of them believed in the devel- 
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opment of a formative fluid or “blastema”’ 
in the tissues, from which the all-impor- 
tant cells arose by a process of condensa- 
tion. Rokitansky had taken over this con- 
cept in his short-lived doctrine of crases 
and stases or dyscrasias. Virchow took the 
right turn, however, where Schwann and 
Rokitansky had taken the wrong one, and 
built his enduring pathology on the con- 
cept that every cell arose from a preceding 
cell. 

Virchow.—Rudolph Virchow (1821- 
1902) began his studies in pathology as 
an assistant to Robert Froriep (1804- 
1861), who served as prosector at the 
Charité Hospital in Berlin from 1833 to 
1846. He succeeded Froriep in this posi- 
tion in 1846. Microscopic pathology was 
developing as a science. Froriep had given 
Virchow some training in the field. Vir- 
chow’s teacher, Johannes Miiller, had de- 
scribed the finer structure and form af 
malignant tumors in 1838, in a work that 
established the cellular character of new 
growths. Schwann, Miiller’s pupil, was at 
this early period pointing out the univer- 
sality of cells in animal life. Jacob Henle 
(1809-1885), also a pupil of Miiller, in his 
Handbook of Rational Pathology, the first 
parts of which were published when Vir- 
chow succeeded Froriep, had commenced 
the histologic classification of tissues that 
was to become one of the foundation stones 
of pathology. Julius Vogel (1814-1880) of 
Gottingen had published a histologic atlas 
in 1843, and Hermann Lebert (1813-1878), 
an itinerant native of Breslau, who spent 
some of his best years in Paris, followed 
it shortly by another atlas largely con- 
cerned with microscopic pathology. 

Pathology had thus taken a new direc- 
tion, and was to be guided henceforth by 
rigid standards not available to the morbid 
anatomists of previous years. Henceforth 
pathologic diagnosis had to pass a new 
test, the control exercised by histology. 
Virchow himself said: “Learn to see mi- 
croscopically.” 
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In the fifteen years between Virchow’s 
graduation in Berlin, where Miiller was 
his preceptor, and the publication of Die 
Cellular-Pathologie (1858), he had made 
his classic studies on thrombosis and em- 
bolism, a labor of ten years’ duration 
(1846-1856) ; demonstrated the nature of 
pyemia; discovered leukemia, and laid sub- 
stantial groundwork for all later studies 
on inflammation. Of equal importance, in 
cooperation with the young pathologist 
Benno Reinhardt (1820-1852), he had 
founded, in 1847, the lastingly influential 
Archiv fiir pathologische Anatomie und 
Physiologie und fiir klinische Medizin, 
which in all the years since Reinhardt’s 
early death has been known as “Virchow’s 
Archiv.” 

In 1849 he left Berlin for the politically 
more sympathetic environment of Wiirz- 
burg, where he took the first full profes- 
sorship in pathology in Germany. In 
Wiirzburg, where he could work quietly 
after the hectic days of the abortive revo- 
lution of 1848, he made the basic studies 
leading to the Cellular Pathology, which 
was actually published two years after his 
return to Berlin in 1856 as professor of 
pathologic anatomy, a position created for 
him through the influence of Johannes 
Miiller. In the quiet environment of the 
Bavarian city he rounded out the pioneer 
studies of Schleiden, Schwann and Miiller, 
taking the last and most important step in 
establishing the dominance of the cellular 
concept, viz., recognition of the continuity 
of cellular life. His aphorism “Omnis cel- 
lula e cellula” (see Chapter II, second edi- 
tion of Die Cellular-Pathologie) became 
the keynote of the new pathology. The 
concept of a cell state and its morbid alter- 
ations in the presence of inflammation, 
neoplasia and tissue degeneration, was 
henceforth the centralizing tenet in under- 
standing deviations from the normal. 

Pathology had again shifted its geo- 
graphic center. In the pupils of Miiller, 
and soon those of Virchow himself, Ger- 
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many now assumed leadership in the sci- 
ence. Virchow’s position had been estab- 
lished even before his return to Berlin. He 
had been recognized as an outstanding 
teacher in the Wiirzburg period. From 
then on, in one way or another, he in- 
fluenced all oncoming pathologists. An ex- 
traordinary number of the recognized 
masters in the latter part of the century 
were pupils he had personally inspired; 
the list included Julius Cohnheim 
(1839-1884), Edwin Klebs (1834-1913) ; 
Friedrich Daniel von Recklinghausen 
(1833-1910) ; Georg Eduard Rindfleisch 
(1836-1908) ; Emil Ponfick (1844-1913) ; 
Virchow’s successor in Berlin, Johannes 
Orth (1847-1923), and his first assistant 
in Berlin, Felix Hoppe-Seyler (1825-1895), 
who became almost as great a figure in 
biologic chemistry as Virchow was in pa- 
thology. 

Virchow himself concluded his intensely 
active career as a pathologist in the early 
eighteen seventies, but his position re- 
mained the commanding one in the science 
to the end of his life in 1902. He published 
his necropsy technic in 1874; to this day, 
in Europe, the two standard technics are 
those of Rokitansky and Virchow. After 
1870 his main scientific interest was in 
anthropology. His nation-wide anthropo- 
logic study of school children with refer- 
ence to racial characteristics is one of his 
most widely cited investigations in this 
field. In the sister field of archaeology he 
collaborated with Heinrich Schliemann 
(1822-1890), the excavator of the ruins of 
Troy. Virchow’s dominant position in pa- 
thology made him an accepted leader in 
any field to which he devoted his attention. 

For other vital aspects of his charac- 
ter one may turn with profit to a con- 
sideration of his extraordinary concern 
with social problems. He was only 27 years 
old, but a fully matured social] thinker, 
when the revolution of 1848 broke out. The 
preceding two years had built up in him a 
militant sympathy for the underprivileged 
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that characterized the rest of his life. Youth 
that he was, he had been assigned by the 
Prussian government to the important 
task of investigating a typhus epidemic 
that broke out in the winter of 1847-1848 
in upper Silesia, a Prussian province made 
up of part of the old, dismembered Poland. 
In later life Virchow recalled this trip as 
decisive in the development of his social 
convictions. In his report he gave due 
attention to the medical and epidemiologic 
factors concerned, but the major emphasis 
of the document was on the miserable en- 
vironment of the afflicted people, who suf- 
fered from hunger, poverty, ignorance and 
lack of any concession of governmental re- 
sponsibility for their plight. His report was 
an uncompromising indictment of the Prus- 
sian government for its delinquency. His 
return coincided with the outbreak of the 
revolution. Without hesitation he espoused 
the cause of the liberals. On March 18 he 
was at the barricades. He rejoiced in the 
transient victory of the revolutionists. In 
the midst of the struggle he cooperated, 
with indefatigable fervor, in publication 
of the semipolitical journal Die medizin- 
ische Reform, in which views in sympathy 
with the current revolutionary movement 
were expressed. With the final victory of 
the reactionary powers his academic posi- 
tion became untenable. His dismissal, as 
we have seen, gave him the opportunity, at 
the most fertile period of his life, to pur- 
sue scientific investigations elsewhere 
without political interruption. 

He returned to Berlin, not only in favor 
again but with a social strength in the 
attack on social problems that no longer 
could be denied. For more than forty 
years his word commanded the utmost re- 
spect in this field, in the highest govern- 
mental as well as academic circles. Politi- 
cally he was a fearless progressive, and 
early in the life of the German Progressive 
Party he was elected to the Prussian diet. 
From then on he was a statesman whose 
courage quailed before no established 
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Fig. 3.—Rudolf Virchow (1821-1902). 


authority, secular or scientific. He vigor- 
ously opposed even the prime minister Otto 
von Bismarck in the latter’s notorious 
“blood and iron” policy. 

It is only fair to conclude this brief 
sketch with some reference to his defense 
of convictions which, as it turned out, 
were wrong. He was never half-hearted in 
his pronouncements. He opposed the view 
that the metastases of carcinoma were the 
result of transfer of actual cells, and be- 
lieved in the infecting power of fluids that 
could “reproduce a mass of the same na- 
ture as the original,” a surprising concept 
in the mind of the discoverer of embolism 
and the creator of cellular pathology. As 
late as the 1880s he remained skeptical of 
the significance of bacteriology. He de- 
fended his pluralistic theory of the cause 
of tuberculosis even after Robert Koch’s 
discovery of the tubercle bacillus, stating 
in 1885 that “phthisis has remained what 
it was.” Even more surprising, perhaps, 
was his polemic with his own Wiirzburg 
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pupil, Ernst Haeckel (1834-1919), with re- 
gard to the origin of man, in which he 
defended the “right” rather than the 
“left,” contrary to his usual stand on free- 
dom of thought. To be sure, much that 
has been described as opposition on Vir- 
chow’s part was in truth nothing more 
than reservation in the face of what to 
him seemed unproved hypotheses. 

With the perspective of a century one 
may fairly assess Virchow’s achievements 
in comparison with those of Morgagni and 
Rokitansky. All were pioneers. Each was 
an outstanding teacher. But Virchow, more 
than either of the others, introduced last- 
ing concepts into the science of pathology. 
The most significant of these was the con- 
cept of cellular pathology. 

The concept of life as dominantly cellu 
lar has indeed been challenged by extraor- 
dinary recent demonstrations of the role 
of nucleoprotein and nucleic acids in modi- 
fying the germ plasm, but as of this date 
(1958), the anniversary of publication of 
the Cellular Pathology, Virchow’s position 
still holds. As Ackerknecht has said in his 
comprehensive biography of Virchow, “In 
spite of chemistry’s successes going into 
and beyond the cell, in spite of our in- 
creased knowledge of nucleus and proto- 
plasm, the cell is still an ultimate biologi- 
cal unit. And cells still arise only out of 
cells.” 

No one of the three was weak in the face 
of challenge. Morgagni’s whole career was 
one of objective realism and analysis, and 
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his thinking was the antithesis of the 
cloudy concepts of the adept philosophers 
who simplified the ailments of the body in 
vague comprehensive “systems.” Rokitan- 
sky overstepped the boundaries of rational 
deduction in his humoral pathology, which 
was scoffed out of existence by Virchow; 
but, discarding the misstep, he went on to 
greater heights, and few paid more elo- 
quent tribute to his true worth than did 
Virchow himself. Virchow met challenges 
all his life, and, right or wrong, defended 
his position without compromise. No de- 
fense was ever necessary for the Cellular 
Pathology, which he brought out at a time 
when the scientific world was ripe for this 
new and unifying concept. 
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We all encounter cases, where symptoms and signs suggest a condition de- 
manding operation, but where the diagnosis is not absolutely clear. In these 
circumstances it is often the wiser course to ‘wait and see,’ provided always that 
our waiting is active and not passive, and that we are prepared to see, not only 
the first signs pointing to a clearer understanding, but also the first indication 


that waiting cannot be safely prolonged. 


—Ogilvie 
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The Best for the Most 


SIDNEY VERNON, F.A.C.S., F.I.C.S. 
WILLIMANTIC, CONNECTICUT 


the rapid development of new military 

weapons lead to public comment on the 
possible enormous civilian casualties in 
the event of a major war. With estimates 
of the killed running very high, a large 
number of injured also would be expected. 
The care of the injured would be the 
responsibility of survivors. Since the duty 
of organizing medical care for injured 
persons nearby would fall on any surviv- 
ing physician, the basic principles for the 
treatment of mass casualties may properly 
become general medical information. 


The effective organization of medical 
care of the injured may prevent panic and 
allay general depression that could induce 
unfavorable readiness to submit. Organ- 
ized medical care could be the hard core 
that develops a will to resist the enemy. 

The basic requirement of care in a mass 
disaster is to establish and maintain a 
rapid flow of casualties through a hospital 
if the best possible conservation of life 
and limb is to be achieved. The hospital 
may be an established institution or an 
emergency facility set up in a public build- 
ing. Equipment for 200-bed emergency 
hospitals is packed in crates and dis- 
tributed through the country. 

After casualties have been collected, the 
important process is sorting, or triage. 
The patient must be classified as to his 
outstanding problem, according to whether 
treatment of asphyxia, hemorrhage, coma 
or burns is his greatest need. Asphyxia as 
associated with thoracic injuries or 
laryngeal edema may require immediate 
care, and early tracheostomy may become 
standard. Hemorrhage may require early 


[' TERNATIONAL political tension and 


surgical treatment as well as supportive 
care. Shock may require stabilization of 
the patient before any definitive treatment 
is considered. The treatment of large 
numbers of burns may require a simplified 
method of effective care. 

To prevent disastrous bottlenecks of 
casualty flow, early triage may classify 
the wounds into minor ones which may 
receive minimum care, apparently hope- 
less ones, serious ones for which definitive 
treatment is delayed and moderate ones, 
with which medical treatment of the pa- 
tient produces the maximum prevention of 
loss of life. 


Burns. — Present-day care and treat- 
ment of the severely burned patient re- 
quires mobilization of many of the hospi- 
tal facilities. An extensive burn is a sur- 
face injury; the injured area is quite 
accessible. The technic of generalized 
hypothermia is a standardized surgical 
skill; likewise, the simple use of cutaneous 
hypothermia for burns can be applied ef- 
fectively by a limited number of medical 
personnel, to save many patients with ex- 
tensive burns. Application of cold to the 
burn to inhibit the local and general meta- 
bolic response to the trauma can produce 
comfort, prevent serum leakage and he- 
molysis and stop the growth in size of the 
third-degree burned areas. Local applica- 
tion of cold compresses is a simplified 
method of treating large numbers of 
burned patients in a mass disaster. It 
has proved itself in desperate need; it is 
worthy of consideration as a primary 
treatment. It is not new, and modern 
research can give authority to this simple 
method. 

















SEPTEMBER, 1959 
































JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 
a ean EVACUATION 6 ewiteeav, DINING | 
| MORGUE | i este ate mG | 
a l adle | 
— | 
| 
| 
GENERAL | 
SURGERY | 
COMA 
AND \ 
— ipnecaald ORTHOPEDICS 
LE BORATOR : 
: ie, : : 


| 

| 

NEW ROSURGICAL' 
tt 


! 


\ 
ROPE: 





OPERATING, 


af / 


ROOM 





THORACIC 
SURGERY 








hy 





! 
! 
| 
! 
| 
| 
\ 
\ 
\ 





: NESSAG fe! lA 
| CENTERJ | 
eer 3) L 


| 
oMINITRATOR BL RIIS 
| 








344 








r4 ot » 
sd 8 
ASPHYXIA TRIAGE SHOCK-COMA 
BURNS RECEIVING FRACTURES 
( AREA ) 








VOL. 32, NO. 3 


Casualty Flow.—The first stage of col- 
lection, during which most medical at- 
tendants are litter bearers, is followed by 
triage. From the receiving center the pa- 
tients go to the operating room or to 
wards, depending on their needs and the 
general situation; or, from this area, un- 
conscious patients should go to the coma 
ward, where head injury is differentiated 
from surgical shock. It is recognized that 
in mild shock a patient not in pain will 
stabilize himself if left undisturbed. Pa- 
tients with splinted bones with no evidence 
of thoracic, abdominal or cranial injury 
go direct to the orthopedic area of the 
operating room. Those with soft tissue 
wounds and abdominal wounds go to the 
department of general surgery. Each pa- 
tient’s record is attached to his leg, and 
vital signs are recorded for diagnostic 
purposes. 

The Time Element.—The arrangement 
to do “the best for the most” is to exploit 
specialized skills, so that “problem pa- 
tients” may go to designated areas where 
the medical skill and suitable equipment 
are provided. There must be flexibility 
to meet varying needs, and there must be 
responsiveness of the organization to the 
pressure of numerous admissions. Hos- 
pitals already existing must be organized 
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to accept the pressure of a large number 
of admissions in a short time. Their chief 
use, however, would be in the care of seri- 
ous and urgent conditions, with an ar- 
rangement for rapid evacuation. 

Emergency hospitals set up in schools 
and armories would require time for con- 
version and setup, and would not be fully 
geared for the worst cases at the outset. 

Communication, Administration and 
Security.—For intercommunication within 
the hospital, the “press and talk”s open 
speaker intercom system with five master 
stations may be used. Secondary “slaves” 
may be attached off any of the masters. A 
central administrative office communicates 
with the outside by field telephone or short 
wave radio and is responsible for co- 
ordinating services within the hospital and 
with outside units of civil defense and 
medical care. Administration gathers cas- 
ualty lists, supplies public information 
and is responsible for the morgue and its 
evacuation. A plan for the use of a crated 
200-bed hospital is described. 

Security needs are increased by the ne- 
cessity of preventing panic, and provision 
for police or guard participation in con- 
trol of the hospital area should be part of 
the plan. An efficient working medical 
team also prevents panic. 
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General plan. Intercom stations are indicated by black dots. Receiving area for sorting of wounds is 

controlled by experienced surgeon who decides what aspect of the patient’s injury requires prior 

treatment. Patient may be taken to operating room or wards, Operating room may be an open area, 

for all operations, permitting flexibility. Space arrangement is for minimum litter-bearer effort. Evac- 

uation through rear is for maintaining smooth casualty flow. Principles illustrated here may be 
applied in converting school or armory into emergency hospital. 
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The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however is not to be taken as criti- 
cism of the merit of the book. 











Basic Surgery. Edited by Leslie Oliver. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1959. Pp. 1,359, with 680 illustrations, 
including 4 color plates. Reviewed in this issue. 


Orthopaedics: Principles and Their Ap- 
plication. By Samuel L. Turek. Philadel- 
phia: The J. B. Lippincott Company, 1959. 
Pp. 906, with 600 illustrations. Reviewed in 
this issue. 


The Surgeon’s Tale: The Store of Modern 
Surgery. By Robert G. Richardson, New 
York: Charles Scribner’s Sons, 1959. Pp. 278, 
with 45 illustrations. 


History of American Medicine (MD Inter- 
national Symposia). Edited by Felix Marti- 
Ibanez. New York: MD Publications, 1959. 
Pp. 181. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
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Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


Functional Bracing of the Upper Extremi- 
ties. By Miles H. Anderson. Springfield, IIl.: 
Charles C Thomas, Publisher, 1958. Pp. 4638. 
Illustrated. 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 


Les traumatismes du thorax: thérapeutique 
pratique, prévention des séquelles, expertise 
(Traumatism of the Chest: Practical Treat- 
ment; Prevention of Sequelae; Survey). By 
Jean-Charles Sournia. Pp. 354, with 101 illus- 
trations. Reviewed in this issue. 


A Manual on Cardiac Resuscitation. By 
Robert M. Hosler. Springfield, Ill.: Charles 
C Thomas, 1958. 2d ed. Pp. 208. Illustrated. 
Reviewed in this issue. 


Principles and Practice in the Management 
of Surgical Patients. By A. Venugopal Mud- 
aliar. Madras: G. S. Press and C. O. Murthy, 
1958. 82 illustrations, 4 in color. Reviewed in 
this issue. 


Fracture Surgery: A Textbook of Common 
Fractures. By Henry Milch and Robert Aus- 
tin Milch. New York: Paul B. Hoeber, Inc., 
1958. Pp. 461, with 671 illustrations. Reviewed 
in this issue. 


Traité de Technique Chirurgicale (Treatise 
on Surgical Technique): Abdomen, Vol. 7. 
By J. Quénu, J. Loygue et C. Dubost. Paris: 
Masson & Cie, 1959. Pp. 770, with 526 illus- 
trations. Reviewed in this issue. 








BOOKS REVIEWED 





Orthopaedics: Principles and Their Appli- 
cation. By Samuel L. Turek. Philadelphia: 
The J. B. Lippincott Company, 1959. Pp. 906, 
with 600 illustrations. 


This book, whose 600 illustrations include 53 
beautifully reproduced color plates, can be 
used effectively as a textbook for medical stu- 
dents, for the training of residents in Ortho- 
pedic Surgery and as a book of reference for 
the experienced surgeon. 

Shortly after Dr. Samuel L. Turek com- 
pleted his training in Orthopedic Surgery he 
became a member of the teaching staff of 
Northwestern University Medical School. 
Through the years he has been a stimulating 
teacher and instructor. Several years ago he 
announced that he intended to undertake the 
monumental task of preparing an orthopedic 
text and reference book. To that task he de- 
voted almost all of his time and energies, apart 
from the care of his own orthopedic patients. 
This book is notable because it presents data 
in the basic sciences—anatomy, embryology, 
physiology, histology and pathology—and cor- 
relates the information about these various 
basic subjects with the clinical practice of 
orthopedic surgery. 

This book has been carefully planned and 
meticulously prepared. The text is concise but 
still complete. It is safe to predict that it will 
be used in the teaching of Orthopedic Surgery 
in many medical schools and as a book of 
reference for both teachers and clinicians. 


EDWARD L. COMPERE, M.D. 


Les traumatismes du thorax: thérapeutique 
pratique, prévention des séquelles, expertise 
(Traumatism of the Chest: Practical Treat- 
ment; Prevention of Sequelae; Survey). By 
Jean-Charles Sournia. Pp. 354, with 101 il- 
lustrations. 

Professor Sournia’s object in writing this 


book on traumatism of the thorax is to ac- 
quaint physicians and surgeons with the réle 
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they can play in early treatment that will save 
many lives. In spite of the great scientific 
progress in thoracic surgery during the past 
ten years, little has been written to instruct 
the attending physician as to its management, 
and this book provides a practical guide. The 
preface is written by Professor P. Santy. 

This work is divided into five parts. The 
first contains a review of thoracic anatomy. 
The physiologic disorders brought about by 
trauma and anoxia due to respiratory and car- 
diac insufficiency are clearly described, without 
unnecessary detail. Methods of treatment are 
presented, including surveillance with roent- 
gen rays, management of shock, drainage of 
the pleura, thoracotomy, cardiac reanimation, 
etc. Considerable space is devoted to the tech- 
nic of respiratory reeducation, which is ex- 
plained in simple terms. 

Part Two considers closed trauma of the 
thorax. The pathologic syndrome associated 
with trauma of the thoracic cage and its con- 
tents is presented. The author points out that 
severe injury to the pleura and lungs may take 
place even though the thorax remains intact. 
Fracture of the ribs, hemothorax, pneumo- 
thorax and emphysema are depicted by clear 
roentgenograms. The author discusses the clin- 
ical syndrome of grave lesions of the deep- 
seated viscera of the thorax (lungs, bronchi, 
heart, esophagus and thoracic duct) resulting 
from severe crushing, compressing trauma, 
burns and explosions. The description of tho- 
racic lesions caused by explosions is of par- 
ticular interest. 

Part Three is devoted to thermal and chemi- 
cal trauma of the thorax due to inhalation of 
noxious gases in industry and during war. 
Severe burns and freezing of the lungs are 
discussed. The immediate and late treatment 
of chemical burns of the esophagus is pre- 
sented in detail. The incidence of death due 
to shock, perforation, pulmonary complications 
and hepatonephritis is high, and a sequela, 
consisting of stricture of the esophagus, occurs 
in three-fourths of the patients. 
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Part Four takes up open trauma of the 
thorax. In 40 per cent of cases these do not 
involve the pleura. The etiologic and anatomic 
pathologic backgrounds, clinical study and 
treatment of pleuropulmonary and _ thoraco- 
abdominal wounds, as well as those of the 
heart, pericardium, mediastinum (including 
large vessels, thoracic duct and foreign 
bodies), trachea, bronchi and esophagus are 
presented. An excellent résumé of judicious 
treatment may be found on page 201, which 
lists indications for early and delayed tho- 
racotomy, pleurotomy, etc. 

Part Five considers late sequelae of contu- 
sions of the thorax and fracture of the ribs. 
Complications arising from occupational in- 
juries to the thorax involved the ribs, verte- 
brae, sternum, muscles, upper extremities, 
lungs and pleura are shown in tables prepared 
by Dr. Berlioz of the National Federation of 
Social Security of Paris. Pulmonary sequelae 
include suppuration secondary to foreign 
bodies. The relation of trauma to tuberculosis 
and carcinoma of the lung is discussed. Trau- 
matic cardiac complications consist of parietal 
aneurysm and mitral insufficiency due to rup- 
ture of one of the cusps of the mitral valve. 
Indemnification of cardiopathic conditions is 
discussed. The management of stenosis of the 
trachea, bronchus and esophagus and the 
treatment of bronchial fistula and diaphrag- 
matic hernia are well presented. 

Professor Sournia has written a complete 
treatise on traumatism of the chest. Consider- 
ing the paucity of books on injury of the 
thorax, it should be welcomed, particularly in 
this era of frequent occupational injuries, 
automobile accidents and falls. He outlines the 
early care necessary to save a patient’s life, 
as well as the reestablishment of cardiac and 
respiratory equilibrium. He further describes 
subsequent treatment, two or three weeks 
later, aimed at correcting the effects of injury, 
viz., removal of menacing foreign bodies, re- 
pair of a fractured bronchus, reconstruction of 
the diaphragm, etc. The book contains a com- 
plete bibliography, clear roentgenograms, 
schematic drawings and tables that facilitate 
comprehension of the text. The book also con- 
tains 9 famous plates depicting the violent 
deaths, by thoracic trauma, of historical per- 
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sonages, such as the death of Epaminondas 
by a javelin thrust on the battlefield, the death 
of Henri IV by an assassin’s stab wound 
through the left lung and the heart, the death 
of Desaix by penetration of the heart and 
lungs by a bullet during the battle of Mor- 
engo, and the death of the matador Pepe IIlo, 
who was gored in the chest by a bull. 

This excellent book will prove most informa- 
tive to the physician who first sees the patient 
with a thoracic injury, as well as to the highly 
skilled surgeon. 


CHARLES PIERRE MATHE, M.D. 


A Manual on Cardiac Resuscitation. By 
Robert M. Hosler. Springfield, Ill.: Charles 
C Thomas, 1958. 2d ed. Pp. 208. Illustrated. 


The first edition of this text appeared in 
1954 and enjoyed wide circulation, in view of 
the new acceptance of the practicability of 
halting cardiac arrest. But, says the author 
in his preface to this second edition, at the 
time of the original publication it was his 
opinion that the principles set forth should 
apply only to those patients who die in or 
near the operating room. With the advances in 
technic during the succeeding four years, he 
points out, “Slowly the domain of cardiac re- 
suscitation is no longer associated with cardiac 
surgery, but rightfuly has become a useful 
tool of all surgeons as well as the medical and 
dental professions in general.” 

This conviction demanded a revamping of 
the text to present the procedures in such a 
way that they would be applicable in various 
situations. A special chapter on danger signals 
was indicated. This has been supplied by Dr. 
R. J. Whitacre, Director of the Department of 
Anesthesiology, Huron Road Hospital, Cleve- 
land, Ohio. Another new chapter, “Oxygen, 
the Fuel of Life,” is contributed by Dr. Robert 
A. Hingson, professor of anesthesia at Wes- 
tern Reserve University. 

The step-by-step procedures in the manage- 
ment of resuscitation are so simply and clearly 
presented, both in the text and the illustra- 
tions, that they can be mastered quickly. Dr. 
Hosler’s argument is that these procedures 
should be mastered by all medical and dental 
personnel, in advance of any possible emer- 
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gency. He is supported by Dr. Claude S. Beck, 
professor of cardiovascular surgery at Wes- 
tern Reserve University, who, in the introduc- 
tion to the volume, says: “The time should be 
past when we surgeons turn these emergencies 
over to someone else to take care of (like the 
fire company). We should take care of them 
ourselves.” 

The volume is tremendously important, and 
should be read and memorized by everyone 
who is likely to become involved in the emer- 
gency of cardiac arrest. 


—MAx THOREK, M.D. 


Principles and Practice in the Management 
of Surgical Patients. By A. Venugopal Mud- 
aliar. Madras: G. S. Press and C. O. Murthy, 
1958. 82 illustrations, 4 in color. 


This volume was published as a textbook 
for the use of interns, house surgeons, post- 
graduates and junior practitioners of surgery. 
The first 9 chapters elucidate and elaborate 
general principles. The remaining 31 chapters 
deal with visceral surgery, infections, burns, 
laboratory procedures and radiology. The 
latter includes roentgen investigation, i.e., 
barium meal, enema, cholecystographic study, 
etc., and radiation therapy. The appendix 
covers chemotherapeutic drugs, antibiotics, 
surgical treatment of the diabetic patient, hor- 
mone therapy for carcinoma and radioactive 
isotopes, and the concluding appendix is a 
table of physiologic normal levels of the vari- 
ous components of blood, urine and cerebro- 
spinal fluid. 

This well-written book represents the per- 
sonal observations, contacts, deductions and 
conclusions of the author in his own experi- 
ences over a period of fifteen years, plus his 
work with a large, well-knit group of surgeons 
operating as a unit. The advances in medicine 
and surgery are so rapid that it is difficult to 
keep up to date on new therapeutic measures 
and surgical technics. This, however, .the 
author points out in the various chapters 
actually indicating the fields of impending ad- 
vance. His chapter on fluid administration and 
electrolyte balance is so well outlined, compact 
and concise that it is as much up to date as 
this morning. The surgical treatment of spe- 
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cial viscera, i.e., the stomach, the large bowel, 
the spleen, etc., is covered in a systematic 
fashion, so that the entire subject is thor- 
oughly explored and exposed. This book is 
highly recommended to surgical interns, sur- 
gical residents and postgraduates in surgery 
as well as to surgeons in general. 


JEROME J. MOSES, M.D. 


Fracture Surgery: A Textbook of Common 
Fractures. By Henry Milch and Robert Aus- 
tin Milch. New York: Paul B. Hoeber, Inc., 
1958. Pp. 461, with 671 illustrations. 


This book, which has 23 chapters, offers 
some interesting suggestions as to the emer- 
gency care of an injured patient with frac- 
tures. The authors then discuss the various 
complications that may arise in the attempt 
to get the fracture fragments into proper 
alignment. They discuss the healing of frac- 
tures and the method of immobilization em- 
ployed. 

There is an interesting chapter on anes- 
thesia by Herbert D. Dubovsky, M.D. Under 
the coverage of treatment for compound frac- 
tures are some suggestions concerning the care 
of severed tendons and injured blood vessels. 

The remainder of the book deals with the 
axial skeletal system and discusses fractures 
thereof and their treatment. 

Section 3 covers fractures of the upper ex- 
tremity, including the pectoral girdle, and Sec- 
tion 4 describes fractures in the lower ex- 
tremities and their complications. 

The illustrations are of the best. The authors 
have an attractive style of description, which 
makes the reading of the book highly inter- 
esting. 

—H. E. TURNER, M.D. 


Basic Surgery. Edited by Leslie Oliver. 
Springfield, Ill.: Charles C Thomas, publisher, 
1959. Pp. 1359, with 680 illustrations (in- 
cluding 4 color plates). 


First published in London by H. K. Lewis 
& Co., Ltd., in 1958, this thorough textbook 
was compiled by a team of specialists in many 
fields, including J. G. Bonnin, D. L. B. Farley, 
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Geoffrey Flavell, R. S. Murley, Basil H. Page, 
J. E. Piercy, Valentine A. J. Swain, and the 
editor, Leslie Oliver. Associate contributors 
are J. Chalmers Ballantyne, A. A. G. Lewis, 
H. Clive Sims, Lt. Col. P. Ross Wheatley, 
Winifred F. Young, all of England, and Dr. 
Arnold Jackson, head of the Jackson Clinic at 
Madison, Wisconsin. Adviser in pathology is 
P. M. Peters of London. 

The text is just what its title implies— 
basic. It was intended for use by under- 
graduate students to provide them with funda- 
mental information from which to go on into 
specialization. Each phase of general surgery 
is meticulously presented, including pediatric 
surgery. Special attention is given to the 
treatment of burns. All subjects are investi- 
gated thoroughly, from the beginner’s ap- 
proach. The language is clear and concise, and 
the illustrations readily understandable. The 
text is well indexed for easy use. It is hoped 
that the volume will find favor particularly 
with the medical schools in the United States. 


—M.T. 


Traité de Technique Chirurgicale (Treatise 
on Surgical Technique): Abdomen, Vol. 7. 
By J. Quénu, J. Loygue et C. Dubost. Paris: 
Masson & Cie, 1959. Pp. 770, with 526 illus- 
trations. 


This seventh volume on surgical technic is 
devoted to intervention in the abdomen. Tre- 
mendous progress has been made in surgery 
since the publication of the first edition. In- 
dications and technics have been modified, 
certain operations made feasible and all have 
been improved so as to assure better results. 

The book is divided into ten parts, the first 
of which deals with the liver and biliary tract. 
Operative intervention on the liver includes 
functional studies, methods of approach, etc. 
Hepatopexy, hepatostomy and hepaticoenteros- 
tomy, packing and suture, epiploplasty for 
trauma, removal of foreign bodies, and treat- 
ments of abscess, cyst and solid tumor (includ- 
ing hepatectomy) are described. Operations 
on the biliary tract include anatomic consid- 
erations, with emphasis on anomalies, as well 
as comments on preoperative cholangiographic 
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and radiomanometric studies. Cholecystostomy, 
choledochotomy, intervention for biliary fis- 
tulae, stricture and cancer of the common duct 
and bilidigestive anastomosis are discussed. 
Extensive exeresis: lobar hepatectomy and 
duodenopancreatectomy, formerly considered 
quite hazardous, are now successfully carried 
out. The employment of roentgen rays and 
the manometer during operation acts as an 
effective guide. 

The second part presents operations on the 
pancreas. This chapter deals with anatomic 
and functional studies, routes of surgical ap- 
proach and exploration of this deeply hidden 
organ. Treatment of traumatic lesions, pan- 
createctomy, cancer, cysts, calculi, pancreatitis 
and cure of pancreatic fistulae by anastomosis 
with the stomach or jejunum, etc., are de- 
scribed. 

Part 3 is devoted to splenectomy (which the 
author considers a formidable operation) and 
other interventions on the spleen. Among the 
thirteen indications are trauma, tumors, cysts, 
splenomegaly, Banti’s disease, malaria, etc. 
The abdominal, anterior and posterior thoraco- 
abdominal and thoracic routes are discussed. 
The special technic for removal of the enor- 
mous, adherent and ruptured spleen is meticu- 
lously described. Other operations are also 
presented. Aneurysm of the splenic artery 
usually requires splenectomy. 

Part 4 is devoted to intervention on the 
great epiploon. Anatomic and physiologic con- 
siderations are presented. Omentopexy, as a 
proposed treatment for cirrhosis, is discussed. 
Omentectomy, epiploplasty and omentotomy 
are described. 

Part 5 deals with operations on the mesen- 
tery and mesecolon. These are for tuberculous 
adenopathy, solid tumors and cysts, and in- 
clude resection of the involved portion of the 
colon and reestablishment of its continuity by 
end-to-end anastomosis. 

Part six is devoted to operation on the main 
arteries and nerves of the abdomen. Clamping 
of the aorta during operation is likely to be 
followed by severe changes in arterial tension, 
and grave cerebral, cardiac or renal complica- 
tions may ensue. Preliminary cardiovascular 
study, as well as determination of renal func- 
tion, is emphasized. The technic of aorto- 
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graphic study (Reynoldo de Santos) is pre- 
sented. Methods of clamping, repairing and 
replacing a portion of diseased aorta by 
vascular grafts and synthetic material are 
described. The routes of approach (abdomino- 
thoracic and retroperitoneal), the technic for 
repair of tears, embolectomy at the site of 
bifurcation of the aorta, ligation, wrapping 
and resection of aneurysm of the abdominal 
aorta are discussed in detail. Leriche’s opera- 
tion — terminal aortectomy accompanied by 
lumbar sympathectomy—is described. Opera- 
tions similar to those performed on the aorta 
are also described for iliac arteries, mostly 
arteriectomy and embolectomy. 

Intervention on the vena cava includes liga- 
tion. Technics for phlebography and “cavog- 
raphie” are described. A chapter is devoted to 
operation on the portal vein and its branches, 
including various technics for portocaval anas- 
tomosis in cases of portal hypertension. Spleno- 
renal venous anastomosis is discussed. Another 
chapter deals with sympathectomy in which 
the lumbar sympathetic chain is removed via 
the abdominal route. Lumbar sympathectomy, 
accompanied by splanchnicectomy and adrenal- 
ectomy, is described. The authors discuss 
technie for dorsolumbar sympathectomy 
(rather than clinical indications) for the 
hypertensive patient. 

Part 7 is devoted to laparotomy for trauma 
of the abdomen. Treatment has been improved 
by knowledge gained in World War II. Tech- 
nic for exploring the traumatized abdomen, 
including repair of contusions, tears and rup- 
tures of the viscera, is described in detail. The 
treatment of stab and bullet wounds, pneu- 
matic rupture of the stomach and foreign 
bodies in the digestive tract are all described. 
Judicious use of roentgen rays, anesthesia, 
antibiotics, reanimation, intestinal aspiration 
and maintenance of electrolyte balance, rather 
than changes in surgical technic, are responsi- 
ble for the great progress registered in the 
treatment of wounds and contusions of the 
abdomen. 

Part 8 deals with laparotomy for intestinal 
occlusion. Anatomic and physiologic consid- 
erations are presented, and the basic intrinsic 
and extrinsic lesions causing obstruction de- 
fined. Preoperative examination and treatment 
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include roentgen therapy, stomach lavage, con- 
tinuous gastroduodenal aspiration, biologic ex- 
amination, etc. The object of the operation is 
to visualize and relieve, if possible, the cause 
of obstruction. External deviation (enteros- 
tomy) or internal deviation (enteroanastomo- 
sis) may be necessary. Intestinal invagination, 
volvulus, occlusion by foreign bodies, adhe- 
sions and constricting bands, internal hernias 
and intestinal infarct are considered. 


Part 9 is devoted to laparotomy for localized 
or generalized acute peritonitis. Diffuse peri- 
tonitis may develop from localized involve- 
ment. The different types are described and 
general rules for intervention presented. The 
object of the operation is to eradicate the 
cause of peritonitis and to evacuate fluid 
accumulated in the abdomen. Peritonitis sec- 
ondary to appendicitis, perforation of gastric 
or duodenal ulcer, rupture of the intestines, 
infectious processes of the female genital 
organs, diseases of the biliary tract, typhoid 
fever, etc., are individually considered. The 
type of operation indicated in these cases is 
described. 


Part 10 deals with incisions of the abdomen 
for abscess. General considerations and indi- 
cations for operation are described. A volumi- 
nous walled-off accumulation of pus in the 
abdomen requires immediate incision and 
drainage. Hypogastric, pelvic, iliac, epigas- 
tric and mesecolic abscesses are considered, 
and treatment is discussed in detail. 


This second edition of the seventh volume 
of the Treatise on Surgical Technique of the 
Abdomen has been brought up to date. Pro- 
fessors Quénu, Loygue and Dubost have com- 
pletely revised the first edition, deleted irrele- 
vant text and added considerable material. This 
was made possible by recent great progress 
in surgical technic. They have rejuvenated 
the entire work and adhere strictly to concise- 
ness of presentation. Excellent illustrations 
depict incisions made in the abdomen and 
every step of the numerous operations mi- 
nutely described. A complete bibliography and 
an index of six pages are included. The volume 
is a veritable work of art on abdominal sur- 
gery and a source of invaluable information. 


CHARLES PIERRE MATHE, M.D. 
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Treatment of Paralytic Ileus with Cholin- 
esterase Inhibitors in Intravenous Drip. 
Breine, U., Hedenberg, I., and Liljedahl, S. 
O., Acta Chirurg. Scandinav. 114:173, 
(March) 1958. 


Paralytic conditions of the intestines usually 
occur postoperatively in connection with bili- 
ary or ureteral colic, trauma and peritonitis. 
Decompression is an essential part in the treat- 
ment of intestinal obstruction. The value of 
the Miller-Abbott tube is proved, but its intro- 
duction into the intestine frequently presents 
great difficulty. In the authors’ opinion it is 
possible to improve the motility of paralytic 
intestines with cholinesterase inhibitors ad- 
ministered by intravenous drip. These agents 
promote the action of acetylcholine, since they 
are reversibly bound to the enzyme cholines- 
terase that normally inactivates acetylcholine 
in loco. The intestinal function starts some- 
times after a few hours, and, as a rule, within 
twenty-four hours, and appears to be marked 
in both the large and small bowel. The authors 
used prostigmine (Roche) and neostigmine 
(Leo) in doses of 2-4 mgs. per liter of fluid 
(dextrose, saline, etc.) at a drip rate of 30 
to 35 drops per minute for twenty-four to 
forty-eight hours or even longer. This treat- 
ment was used for two years in about 50 cases. 
No cardiovascular complications or other side 
effects were noted. In some instances intesti- 
nal function started after two or three hours, 
in others after about twenty-four hours. In 
only 1 case was the result unsatisfactory. A 
roentgen film of a paralytic small intestine 
dissected at operation showed its mobility re- 
stored when intravenous prostigmine drip was 
administered, the intestinal movements being 
of the same nature as those demonstrated by 
Rédén in abdominal window experiments. The 
intravenous administration of cholinesterase 
inhibitors is a purely therapeutic measure in 
the presence of paralytic ileus and a valuable 
diagnostic aid, in combination with a contrast 
meal, for the differentiation of paralytic ileus 
and partial mechanical obstruction. A contra- 
indication is the presence of intestinal strangu- 





lation. In cases of partial mechanical obstruc- 
tion, administration of prostigmine may be 
permissible. 
The paper contains 3 case reports and 9 
roentgenograms. 
ERNEST G. ABRAHAM, M.D. 


Perirenal Fascitis. Hutch, J. A., and others, 
J. Urol. 81:76-95, 1959 


The authors review 23 cases of perirenal 
fascitis and add 2 cases of their own. They 
discuss the symptoms of this disease, pointing 
out that anuria is the cardinal symptom and 
that oliguria should be watched for. Other 
symptoms are pain low in the back or the 
abdomen, ureteral obstructive symptoms, ob- 
struction of the abdominal aorta or the vena 
cava, symptoms involving the presacral plexus 
such as impotence or loss of libido and symp- 
toms of intestinal obstruction. In their opinion 
there is no relation between perirenal fascitis 
and gastrointestinal disease. They note that 
urinary symptoms are few. 

The physical condition of the patients 
ranges from excellent to critical, depending 
on the degree of uremia present. Tenderness 
over the kidneys was a common observation, 
as was abdominal tenderness below the um- 
bilicus. The picture is that of chronic rather 
than acute disease. A palpable mass over the 
sacral promontory is the only pathognomonic 
sign. The roentgen picture of the urinary tract 
is consistent with ureteral obstruction. In 
passing a catheter to the kidney, one observer 
noted a tightness of the ureter without true 
obstruction. Another radiologic sign sugges- 
tive of this disease is sudden loss of function 
in a kidney known previously to have been 
normal. 

The pathologic picture is that of fibrosis, 
with varying degrees of inflammatory re- 
action. The treatment consists of temporary 
nephrostomy, with freeing of the ureters from 
the fibrous plaque. In some of the cases re- 
viewed, the ureter had to be resected and end- 
to-end anastomosis performed. 


SHEPARD JEROME, M.D. 
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Wound Closure by Use of a Plastic Sub- 
stance. Elias, H. F., Nebraska State M. J. 43: 
344 (Aug.) 1958. 


The advent of a transparent plastic aerosol 
dressing has made possible the successful 
closure of surgical wounds without skin su- 
tures. In pediatric surgery, particularly, such 
a dressing appears to be ideal in minimizing 
suture trauma and possible wound infection. 

In a series of 100 wound closures, the fol- 
lowing technic was employed: 1. Wound clos- 
ure is accomplished by a subcuticular silk su- 
ture and careful wound approximation is 
achieved. 2. The dressing is then sprayed on 
the closed wound (application usually requires 
less than thirty seconds). 3. One-inch or 2- 
inch gauze mesh is applied over the wound. 
4. The dressing then is reapplied over the 
gauze to incorporate it into the plastic film 
which forms a moisture and vapor permeable, 
effective, waterproof bacterial barrier. 5. The 
subcuticular suture is next cut and withdrawn. 
The wound is then held together securely by 
plastic and gauze only. Wound approximation 
in this series was excellent. 

The advantages of the technic in pediatric 
surgery are numerous. The product employed 
(Aeroplast® Dressing) provides a nontoxic, 
nonsensitizing, waterproof, flexible wound 
covering. It is also insoluble in urine or feces 
and is easy to apply and remove. The painful 
removal of the customary stitches is obviated. 

This technic is generally applicable to any 
wound closures that are relatively short and 
superficial and follow lines of skin cleavage. 


JOHN R. MOTE, M.D. 


The Choice Between Death From Post- 
maturity or Prolapsed Cord and Life From 
Induction of Labour. Theobald, G. W., Lancet 
1:59, 1959. 


In 1756 London obstetricians agreed on the 
moral rectitude of induction of premature 
labor in multigravidae with minor pelvic con- 
traction and the therapeutic advantages that 
might follow it. This has remained largely an 
English procedure. 

With the conviction that the risks associ- 
ated with induction of labor are related more 
to the stage of pregnancy than to the reason 
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for the operation, the patients have been 
divided into those whose labor was induced 
(a) before the thirty-eighth week, (b) be- 
tween the thirty-ninth and fortieth weeks, and 
(c) after the end of the fortieth week of 
pregnancy. Adequate prenatal care should 
make it unnecessary, except in structurally 
defective women, to induce labor before the 
thirty-eighth week, and most of the patients 
whose cases are reported here were emergency 
admissions. 

The fact that the number of inductions of 
labor has increased from 306 in 1952 to 666 
in 1957, making a total of 2,631 for the six 
years, indicates satisfaction with the proce- 
dure. 

There was only 1 maternal death among the 
2,631 patients whose labor was induced. This 
death was due to air embolism and was in no 
way related to the induction of labor. 

There is general agreement that surgical 
induction of labor is now safe for the mother. 
The procedure, however, must be regarded as 
a serious surgical operation, to be performed 
by a competent surgeon in the best possible 
surroundings, and it requires the development 
of a hospital technic and ritual. An almost 
perfect procedure must not be spoiled by 
casual and careless performance. 


EDMUND LISSACK, M.D. 


A propos des techniques de derivation 
porto-cave: l’anastomose entre veine renale 
et veine porte (Techniques of Portocaval 
Shunts: Anastomosis Between the Renal and 
the Portal Vein). Esposito, G., Infranzi, A., 
and Portolano, F., Lyon chir. 55:14, 1959. 


The authors describe a new technic of porto- 
caval shunt by which the right renal vein is 
anastomosed to the portal vein either directly 
or through a graft. The advantage of the lat- 
ter technic is preservation of the kidney. 
These experiments were performed on 10 dogs, 
and a successful patent anastomosis was ob- 
tained in 4 cases. The failures were attributed 
to the uncertainty of the technic as well as 
to thrombosis, which occurred more fre- 
quently when heparinization was not used than 
when this precaution was taken. 


SAFUH M. A. ATTAR, M.D. 
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Lymphatic Spread from Prostatic Carci- 
noma. Flocks, R. H., Culp, D., and Porto, R., 
J. Urol. 81:194, 1959. 


The authors studied 411 patients with carci- 
noma either limited to the prostate or locally 
inoperable, both groups without distant metas- 
tasis. Exploration was done through a trans- 
verse suprapubic incision. Metastatic involve- 
ment, when present, was most frequently in 
the hypogastric and obturator nodes, the 
iliac nodes ranked next, and the involvement 
of these three groups was more common than 
was involvement of the aortic groups. Of the 
382 patients with locally inoperable carcinoma, 
144, or 38 per cent, showed involvement of 
regional nodes. The point to be emphasized 
is the low incidence of involvement of the ab- 
dominal nodes with the high incidence of in- 
volvement of those in the pelvis. 

In the 29 cases of locally operable prostatic 
carcinoma, 7 per cent showed involvement of 
the pelvic nodes. The incidence of pelvic node 
involvement, therefore, rises rapidly with in- 
vasion of the seminal vesicles and the fascia. 

The conclusion is that, in an operable pa- 
tient, removal of the pelvic nodes should add 
to the salvage percentage. 


SHEPARD JEROME, M.D. 


Wertheim Hysterectomy in the Treatment 
of Endometrial Carcinoma. Parsons, L., and 
Cesare, F., Surg., Gynec. and Obst. 108:582, 
1959. 


The end results in this study compare favor- 
ably with those reported in the current litera- 
ture and justify further evaluation of the 
radical surgical approach to the treatment of 
endometrial carcinoma. The high incidence of 
postoperative eomplications, however, imposes 
heavy obligations on those who treat and care 
for these patients. It is to be-hoped that future 
experience and observation will add further 
knowledge of the metastatic spread of endo- 
metrial carcinoma, improve the selection of 
patients and reduce morbidity, at which time 
the Wertheim hysterectomy with pelvic lymph 
node dissection may prove worthy of more 


routine use. 
EDMUND LISSACK, M.D. 
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Carcinoma primitivo del coledoco (Primary 
Carcinoma of the Common Bile Duct). Aldo 
Cappiello, A., Minerva chir. 13:665, 1958. 


The author discusses a case of primary 
carcinoma of the common bile duct, noting the 
present diagnostic possibilities as well as the 
treatment of this disease. Longmire’s intra- 
hepatic cholangeojejunostomy for relief of 
biliary obstruction is mentioned for use when 
the extrahepatic ducts have been destroyed. 
There is some confusion as to the site of ori- 
gin of the disease, since the gallbladder, the 
hepatic ducts, the bile ducts and the duodenal 
mucosa may all be implicated. 

The difficulty of diagnosing this tumor early 
enough to effect a cure is stressed. 


THOMAS A. MCLENNAN, M.D. 


Hand-Schiiller-Christian Disease of Portio 
and Vagina. Winter, G. F., Zntrlbl. f. Gyniak. 
80:11, 1958. 


A 26-year-old milligravida had noted for the 
past ten months a reddish yellow vaginal dis- 
charge, menstrual periods every thirty-four to 
fifty-four days, severe headaches and insa- 
tiable thirst. Twelve liters of fluid were con- 
sumed per day. Roentgenograms showed a 
shadow of the size of a small cherry in the 
right maxillary sinus. The anterior and pos- 
terior vaginal walls as well as the cervix were 
covered with multiple circumscribed, infil- 
trated and eroded bean-sized papulae. Histo- 
logically, a biopsy specimen revealed infiltra- 
tion with polymorphonuclear reticulocytes and 
histiocytes breaking here and there into pseu- 
dovascular cavities. Nuclear clumping, occa- 
sional mitoses and small necrotic areas were 
observed, besides groups of lymphocytes, some 
plasma cells and tissue eosinophilia. Xanthoma 
cells were absent. This microscopic picture 
could not be clearly evaluated. 

The level of 17-ketosteroids (21.3 mg. per 
24 hour urine) and the sedimentation rate 
were slightly increased. No blood chemical 
data are mentioned in the article except for a 
blood sugar level of 80 mg. per hundred cubic 
centimeters. 

The differential diagnosis had included in- 
flammatory granuloma, malignant tumor and 
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lymphogranulomatosis. Because of the pres- 
ence of a granulomatous bone defect and of 
diabetes insipidus, however, the diagnosis of 
lipoid granuloma, as occurring in Hand- 
Schiiller-Christian disease, appeared more 
likely. According to the author, no similar 
localization in the vagina and cervix had been 
previously described in the literature at the 
time of his report. 


ERNEST G. ABRAHAM, M.D. 


Regional Lymph Node Involvement in 
Small Carcinoma of the Cervix. Friedell, G. 
H., and Graham. J. B., Surg. Gynec. & Obst. 
108:513, 1959. 


In this study the authors found that metas- 
tases to the lymph nodes are uncommon from 
cervical carcinoma 1 cm. or less in diameter. 
That such metastases may occur, however, 
is illustrated by the report of an additional 
case, in which metastatic carcinoma was ob- 
served in an iliac lymph node despite the 
fact that the primary lesion did not appear 
to exceed 1 cm. in diameter. 

In this series 40 surgical cases were studied. 
It was found that, of the surgically treated 
Stage I carcinomas of the exocervix clinically 
appearing to be less than 1 cm. in diameter, 
none had metastasized to the regional lymph 
nodes. In 32 cases there was no evidence of 
recurrence five to fifteen years after the opera- 
tion, and in 2 cases four years after the 
operation. In 6 patients who died one to seven 
years after surgical treatment there were no 
known recurrences, and carcinoma of the cer- 
vix was not the cause of death in any of these 


cases. 
EDMUND LISSACK, M.D. 


La Malattia Cistica del Polmone (Cystic 
Disease of the Lung). Di Gennaro, A., La 
Chir. Toracica 11:406, 1958. 

The author discusses the differential points 
between true and false cysts, after which he 
covers the etiologic factors, the anatomopatho- 
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logic picture and the clinical course of cystic 
disease of the lung. He reports 3 personal cases 
of bronchogenic cysts and 3 of polycystic lung. 
As far as the surgical problem is concerned, 
it is his opinion that surgical intervention is 
indicated solely in the presence of complica- 
tions, such as infection, hemorrhage and gross 
distention or perforation. 


THOMAS A. MCLENNAN, M.D. 


Fistule oesophago-tracheale apres treau- 
matisme ferme du thorax (Tracheoesopha- 
geal Fistula Due to Closed Thoracic Injury). 
Santy, P., De Beaujeu, M. J., Termet, H., and 
Mouillaux, Lyon chir. 55:5, 1959. 


Tracheoesophageal fistula is a rare compli- 
cation of closed traumatic injury of the chest. 
Eleven cases have been reported in the litera- 
ture, with 7 survivals after surgical treat- 
ment. The fistula occurs usually a short dis- 
tance above the carina and presents a clear-cut 
margin, measuring about 1 to 3 cm. in length 
and 0.50 to 1 cm. in width. The predisposing 
factors are reviewed; the authors, however, 
believe in the mechanical transmission of in- 
traabdominal and intrathoracic pressure sec- 
ondary to the trauma as the direct cause of 
these fistulas. 

Clinically the fistulas manifest themselves 
relatively early, if not masked by other major 
traumatic injuries. There is dysphagia, espe- 
cially to liquids provoking simultaneously a 
paroxysm of coughing. Another helpful sign 
is the occurrence of cervical emphysema with 
ecchymosis. 

The diagnosis is confirmed by lipiodol swal- 
low as well as endoscopic study. The treatment 
consists in the control of mediastinal and pul- 
monary infections by antibiotics, maintenance 
of the patient’s nutritional status through 
either a nasogastric tube or a gastrostomy, 
and the earliest surgical intervention possible 
for division of the fistula and closure of both 
the esophageal and the tracheal orifice. 

SAFUH M. A. ATTAR, M.D. 

















IMPORTANT ANNOUNCEMENT 


Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 


European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 








A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destinés 4 étre publiés dans le Journal 
du Collége international de chirurgiens sont priés d’adresser leurs articles 
a Padresse suivante pour l’Europe, le Proche et le Moyen Orient. 





Bureau Européen du 
Collége international de chirurgiens 
6-8 rue de la Confédération 
Genéve (Suisse) 
Un comité a été nommé pour examen des articles 4 paraitre. Les 
auteurs sont priés de joindre a leur travail de brefs résumés en francais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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II: A 35-day tour—New York, Paris, Nice, 
Rome and the Congress, Naples, Sorrento, 
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TECHNICAL EXHIBITS 


THE TWELFTH INTERNATIONAL CONGRESS 
and 
TWENTY-FOURTH UNITED STATES AND CANADIAN CONGRESSES 
of the 
INTERNATIONAL COLLEGE OF SURGEONS 


PALMER HOUSE — CHICAGO 
SEPTEMBER 13-17, 1959 





ABBOTT LABORATORIES 
North Chicago, Ill. Exhibit Nos. 20-21 
Exhibit will feature the Abbott Laboratories Antibiotic 
Triad—three products ‘which together provide control of 
all coccal infections: Erythrocin® Stearate, Compocil- 
lin®-VK, and Spontin®. Also shown will be Abbott's 


unique new “metered release dose form" products, Tral 
Graduments®), and specialties. 


AEROPLAST CORPORATION 
Dayton, Chio Exhibit No. 83 
Two new products, Vi-Drape Surgical Film and Vi-Hesive 
Surgical Adherent, will be shown. The products represent 
a new aseptic technic that provides a completely sterile 
operative field, and eliminates skin towels and clamps. 
Surgical incision is made thru the sterile Vi-Drape Film 
(adhered to the skin with sterile Vi-Hesive Adherent), 
and the patient's skin is completely isolated from opera- 


tive site. 


AMERICAN CYANAMID COMPANY 
Surgical Products Division 
Danbury, Conn. Exhibit No. 57 
Manufacturers of Davis & Geck Sutures in the new 
Surgilope SP Sterile Strip Pack with Atraumatic Needles; 
Vim hypodermic needles and syringes. Other specialties 
include Surgaire, sterile deodorant spray ointment; Topa- 
sil, silicone skin protectant; Curon, elastic foam bandage, 
and disposable needles and syringes. 


AMERICAN STERILIZER COMPANY 

Erie, Pa. Exhibit Nos. 13-14 
American Sterilizer Company will present a new major 
surgical table offering a flexible radiographic top with 
fit end or side floating of the cassette, a divided foot 
section allowing easier lower extremity posturing, and 
unique accessories such as a TUR glide tray, detachable 
leg holders, and a table mounted instrument stand— 
all this to be demonstrated in conjunction with the model 
DV-22 major surgical light and a heated solution stand. 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Iil. Exhibit No. 93 
Featuring Americaine Topical Anesthesia in ointment, 
liquid, and aerosol form for long-lasting, effective relief 
of hemorrhoids, post-hemorrhoidectomies, burns, abra- 
sions, pruritus, etc. Also featured will be Silicote Skin 
Protective Ointment and Liquid Spray aerosol), con- 
taining 30% silicone in a petrolatum base, for protection 
of the skin around colostomies, ileostomies, etc. Repre- 
sentatives will be happy to discuss several recently pub- 


lished articles regarding the use of these preparations 
in surgical procedures. 


A*S*R PRODUCTS CORPORATION 

New York, N. Y. Exhibit No. 76 

AeSeR Products Corporation is exhibiting SteriSharp, the 

stainless steel sterile scalpel blade that may be auto- 

claved without dulling edge damage. Also being ex- 

peas is A*S*R surgical soap and double edge hospital 
es. 


ASTRA PHARMACEUTICAL PRODUCTS, INC. 
Worcester, Mass. Exhibit No. 62 
Descriptive literature pertaining to preparations of 
Xylocaine Hydrochloride (Astra) for injection, Xylocaine 
Ointment (Astra), Xylocaine Jelly (Astra), Xylocaine 
Viscous (Astra), and Xylocaine Hydrochloride 4% (Astra) 
for topical application, as well as Astrafer |.V. will be 
available at the Astra booth No. 62 presided over by 
G. Vinton Hallock, M.D, 


AUDIO-DIGEST FOUNDATION 

Glendale, Calif. Exhibit No. 54 
Audio-Digest Foundation, a subsidiary of the Catifornia 
Medical Association, gwes the busy physician an effort 
less tour through the best of current medical literature 
each week. This medical tape-recorded “newscast,” come 
piled and reviewed by a professional Board of Editors, 
may be heard in the physician's automobile, home, or 
office. The Foundation also offers medical lectures by 
nationally recognized authorities. 


AUSTENAL, INC. 
New York, N. Y. €xhibit No. 30 


The Austenal exhibit will feature many new Vitallium 
surgical appliances and instruments. Of current interest 
will be a display of Vitallium hip prostheses and instru. 
ments for hip arthroplasty. 1f you have not already re- 
ceived one, be sure to register for your copy of the 
new Vitallium reference catalog—1l00 pages of internal 
fixation information and bibliography. 


BARD-PARKER COMPANY, INC. 

Rutherford, N. J. Exhibit No. 40 
Bard-Parker, a Division of Becton, Dickinson and Com- 
pany, invites you to visit Booth No. 40 to see sterile 
Rib-Back Blades; B-P Blades in rack-pack and conven- 
tional packages; handles, containers, germicide, chloro- 
phenyl, halimide, C.F. pipettes, forceps and the Reese 
Dermatome. Also new, prepackaged Wilson surgeons’ 
disposable gloves and other Wilson items. 
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BAXTER LABORATORIES 

Morton Grove, Ill. Exhibit Nos. 97-98 
Baxter Laboratories, Inc., cordially invites you to view 
its latest developments in parenteral fluid therapy. The 
Travenol Division will feature its two newest products. 
Urevert, a medical decompressant for intracranial emer- 
gencies, is a new approach to the reduction of intra- 
cranial pressure. Clinically established Urevert is well 
tolerated and frequently life-saving. Cozyme, for the 
physiologic correction and prevention of intestinal atony 
and abdominal distention, safely and effectively restores 
normal peristaltic activity. 


BENTLEY & SIMON, INC. 
New York, N. Y. 


BIRTCHER CORPORATION 

Los Angeles, Calif. Exhibit Nos. 51-52 
Complete Birtcher mobile cardiac monitoring and resusci- 
tation center, including the new Birtcher 300 dual-trace 
electrocardiograph, cardioscope, electronic switch and 
EEG pre-amplifier, together with defibrillator and heart- 
pacer. Also the Birtcher Model 2000 personally certified 
electrosurgical unit, and the latest models of Birtcher 
ultrasonic and diathermy units. 


Exhibit No. 105 


CAMERON SURGICAL SPECIALTY COMPANY 

Chicago, Ill. Exhibit No. 24 
Cameron, pioneers in the development of electrically 
lighted diagnostic and electro-surgical devices, feature 
standard diagnostic instruments required for practice. 
They also show the Cameron "60," an entirely new con- 
cept in electro-surgical devices; UL approved low voltage 
current controls; Paraxial Lempert Headlites; Becker ano- 
procto-sigmoidoscope sets; and many more items ot 
interest to the surgeon and general practitioner. 


COCA-COLA COMPANY 

Atlanta, Ga. Exhibit Nos. 99-100 
Ice-cold Coca-Cola served through the courtesy and 
cooperation of the Coca-Cola Bottling Co., of Chicago, 
Inc., and The Coca-Cola Company. 


CORECO RESEARCH CORPORATION 

New York, N. Y. Exhibit No. 50 
The Coret camera embodies the principle of electronic 
flash and constant automatic control of such factors as 
distance, aperture, field, and exposure. Now, for the first 
time, Coreco offers a completely automatic professional 
clinical camera purposely designed to achieve the ulti- 
mate in surface, intraoral, and intratubular photography. 
Because of the simplicity of operation, even an inexperi- 
enced doctor or nurse can achieve consistently perfect 
color transparencies. 


F. A. DAVIS COMPANY 

Philadelphia, Pa. Exhibit No. 64 
Rob and Smith: "Operative Surgery," 9 volumes com- 
plete; "General Surgery," 4 volumes; “Orthopedic Sur- 
gery,"' 2 volumes; “Obstetrics and Gynecology," "Genito- 
Urinary Surgery,’ and “Eye, Ear, Nose and Throat." 
May: "Reconstructive and Reparative Surgery.’ Falk: 
"Urologic Injuries.’ Glasser: ‘Peripheral Vascular Sur- 
gery.’ Ficarra: "Emergency Surgery.’ Hale: ''Anesthesi- 
ology." 


DAVOL RUBBER COMPANY 
Providence, R. 1. ; Exhibit Nos. 41-42 
The new Davol heart pump with a complete line of 
accessories, including the arterial tapered catheter, will 
be shown. Technical personnel will be on hand in the 
Davol booth to discuss the new pump and to show spe- 
cialized surgical tubes in rubber and _ plastic. 


DePUY MANUFACTURING COMPANY 

Warsaw, Ind. Exhibit No. 25 
We are displaying many new products of interest to 
the general as well as the orthopedic surgeon. Be sure 
to see the new Turner coagulator, the improved wire 
cutter, and the detachable head Moore type prosthesis. 
DePuy intermittent traction apparatus, the sensibly priced 
approach to both intermittent cervical and pelvic trac- 
tion, will be demonstrated for your inspection. You are 
welcome to visit with us. 


DESITIN CHEMICAL COMPANY 

Providence, R. |. Exhibit No. 65 
Desitin Ointment: for treatment of burns, ulcers, diaper 
rash, abrasions, etc. Desitin powder: relieves chafing, 
sunburn, diaper rash, etc. Desitin Suppositories and Rectal 
Ointment: relieve pain and itching in uncomplicated 
hemorrhoids, fissures. Desitin Baby Lotion: protective, 
antiseptic. Desitin Acne Cream: a non-staining, flesh- 
tinted ''Medicream" for the treatment of acne vulgaris. 
Desitin Cosmetic and Nursery Soap: supermild. 


LESTER A. DINE COMPANY 

Medical Photo Division 

Woodside, N. Y. Exhibit No. 103 
Featuring the new sensational Eastman Kodak Startech 
camera which has been designed for the novice clinical 
photographer. In addition we will have the electronic 
ring light set-up, large X-ray copier, new viewing and 
projection systems for the 35mm slides plus many other 
items designed for the medical photographer. 


DOHO CHEMICAL CORPORATION 

New York, N. Y. Exhibit No. 45 
Doho Chemical Corporation is pleased to exhibit: 
Auralgan, otitis media and removal of cerumen; Otos- 
mosan, fungicidal and bactericidal in the suppurative 
and aural dermatomycotic ears; Rhinalgan, nasal de- 
congestant free from systemic or circulatory effect; 
Larylgan, throat spray and gargle for infectious and non- 
infectious sore throat involvements. Mallon Chemical 
Corporation, Division of Doho: Rectalgan, for relief of 
pain and discomfiture in hemorrhoids, pruritus and peri- 
neal suturing; Dermoplast, an aerosol spray for surface 
pain, burns, and abrasions; obstetrical and gynecological 
use. 


EATON LABORATORIES 

Norwich, N. Y. Exhibit Nos. 59-60 
A new drug Altafur® (brand of furaltadone), in tablet 
form, is available. It is the first nitrofuran effective orally 
in systemic infections; found highly successful against 
pulmonary, upper respiratory tract and soft tissue in- 
fections; highly effective against certain gram-negative 
and gram-positive pathogenic bacteria—sensitivity of 
staphylococci, including antibiotic-resistant strains, has 
approached 100% in vitro. 


EISELE & COMPANY 

Nashville, Tenn. Exhibit No. 61 
Eisele & Company will display their regular line of clini- 
cal thermometers, hypodermic syringes, both the regular 
type and the interchangeables, hypodermic needles, Eco- 
bandages and specialty glassware. 


ENCYCLOPAEDIA BRITANNICA, INC. 

Chicago, Ill. Exhibit No. 91 
A great new edition of the Encyclopaedia Britannica, and 
its correlated fact finding and research services, will be 
on display at this meeting. To those who may be inter- 
ested in acquiring Britannica, there is available a special 
discount. Whether your interest is current or for the 
future, please visit our booth. 
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ETHICON, INC. 

Somerville, N. J. Exhibit No. 12 
Electron sterilized surgical gut, stronger, more pliable, 
easier to handle, and new easy-open foil suture packages 
are featured. Exclusive collagen pure, Tru-Chromicized, 
Tru-Gauged properties of Ethicon surgical gut will be 
demonstrated, as well as a complete line of Atraloc 
needle sutures for every surgical need. Tru-Permanized 
Surgical Silk and Surgical Cotton, along with other sur- 
gical specialties, will also be shown. 


C. B. FLEET COMPANY, INC. 

Lynchburg, Va. Exhibit No. 71 
“The Enema: Indications and Technics," a liberally il- 
lustrated brochure describing the history of enema medi- 
cation and administration, is available at booth No. 71. 
You will also find interesting and authoritative clinical 
and time-cost studies on routine hospital use of dis- 
posable enemas. 


FLORIDA BRACE CORPORATION 

Winter Park, Fila. Exhibit No. 34 
Florida Brace Corporation will exhibit the Jewett Hyper- 
extension Back Brace—standard model for compression 
fractures, etc., and the fusion model for post spinal 
fusions. They will also exhibit the Extension-Flexion Cervi- 
cal Collar, a universal cervical collar for extension, flexion 
or stabilization; as well as the Myo Cervical Collar. 


FULLER PHARMACEUTICAL COMPANY 

Minneapolis, Minn. Exhibit No. 74 
The Fuller exhibit features Tucks, ready-to-use witch hazel 
packs for use following perineorrhaphy and anorectal 
surgery. Also featured is the Fuller Shield, a special 
protective binder for use following hemorrhoidectomies, 
fistulectomies, abdominoperineal resections and other 
anal and perineal operations. 


GREAT BOOKS OF THE WESTERN WORLD 

Grand Rapids, Mich. Exhibit No. 77 
The Great Ideas Program, an advancement in liberal 
education, is built around the revolutionary Syntopicon. 
This master-key "Idea-Indexes" all the Great Books, mak- 
ing it possible to find what the great writers and thinkers 
said about any ideas in minutes. The Program will help 
business and professional people, students, graduates, or 
anyone interested in exploring the fascinating world of 


great ideas. 


GRIESHABER MANUFACTURING COMPANY, INC. 
Chicago, til. Exhibit Ne. 78 


GRUNE & STRATTON, INC., MEDICAL PUBLISHERS 
New York, N. Y. Exhibit No. 86 
Our Mr. Kurzer will be on hand to show you Grune & 
Stratton's new series of “Modern Surgical Monographs" 
as well as other important new books for the surgeon. The 
first two volumes of ‘Modern Surgical Monographs" are: 
Hardy's “Total Surgical Management’ and Hampton & 
Fitts’ "Open Reduction of Common Fractures.’ In addi- 
tion to the Modern Surgical Monographs" series, we have 
also published the following new books of interest to the 
physician: Wade's “Surgical Treatment of Trauma"; 
Schmorl & Yunghann's "The Human Spine in Health and 
Disease"; Harlow's “Atlas of Surgery"; Schobinger's 
“Intra-Osseous Venography": Bolten's “Colposcopy; Sa- 
phir's "A Text on Systemic Pathology” (now complete in 
two volumes); Bohler's three-volume work, "The Treatment 
of Fractures,’ as well as many other important new books 
which you are invited to inspect. 


GUARDIAN CHEMICAL CORPORATION 

Long Island City, N. Y. Exhibit No. 33 
The company will exhibit its Clorpactin XCB for use in 
destroying viable tumor cells to prevent local recurrence 
after cancer surgery, and Clorpactin WCS-90 for pre- 
vention of postoperative infections and the treatment of 
antibiotic-resistant infections. 


GUDEBROD BROTHERS SILK COMPANY, INC. 

New York, N. Y. Exhibit No. 4 
The complete line of Gudebrod non-absorbable sutures 
will be shown. This will include silk sutures in both black 
and color-coded with the Cerethermic finish, and cotton 
sutures in blue or color-coded. All are available in money- 
saving bulk, or in the well-known Dri-Pak ready for use. 
You are invited to visit our booth. 


INSTITUTE OF PUBLIC INFORMATION 

New York, N. Y. Exhibit No. 84 
Congeners (fusel oil, aldehydes, acids, etc.) are sub- 
stances found in all alcoholic beverages that provide the 
taste, bouquet, and color. In large amounts, however, 
congeners may produce toxic effects. This exhibit presents 
the results of quantitative chemical analyses of congeners 
found in six leading types of distilled spirits along with 
correlated acute oral toxicity studies obtained on rats. 
(Pertinent literature will be available.) 


INTERNATIONAL TRAVEL SERVICE, INC. 

Chicago, Ill. Exhibit No. 104 
All roads lead to Rome and the 12th Biannual Inter- 
national Congress of the International College of Sur- 
geons, May 15-18, 1960. Four travel plans offered by 
your official travel representative, International Travel 
Service, Inc. of Chicago. Reservations being accepted. 
Don't delay; stop at Booth 104 for full particulars. 


JACUZZI RESEARCH, INC. 

Berkeley, Calif. Exhibit Ne. 23 
Jacuzzi Whirlpool Bath is a lightweight, portable, and 
low cost but highly effective whirlpool therapy unit. 
Ideal for office and clinical use, and especially designed 
for treatment in the home bathtub. Continuous demon- 
strations at Jacuzzi booth No. 23, with Miss Winifred 
Blanchard on hand to discuss the unit with visitors. 


THE JOURNAL 
INTERNATIONAL COLLEGE OF SURGEONS 
Chicago, Illinois Exhibit Nos. 55-56 


JOHN L. KRAUSE & ASSOCIATES 
International College of Surgeons 


malpractice insurance. 
Evanston, Ill. Exhibit No. 36 


Administrators for the group malpractice insurance plan 
which is now entering its fourth successful year. Up to 
$200,000/$600,000 limits of liability are available and 
considerable savings in premium can be realized in most 
instances. Partnerships can also be included under the 
plan, if one partner is an ICS Member. 


LEA & FEBIGER 

Philadelphia, Pa. Exhibit Ne. 101 
Be sure to see these new books, new editions and current 
standard titles for surgeons: Fried, “Tumors of the Lungs 
and Mediastinum’’; Pollack, “Treatment of Breast Tumors’; 
Pollack, "Tumor Surgery of the Head and Neck"; Parti- 
pilo, "Surgical Technic and Principles of Operative Sur- 
gery"; Dornette and Brechner, ‘Instrumentation in Anes- 
thesiology"; Jaffe, “Tumors and Tumorous Conditions of 
the Head and Neck"; Lewin, "The Foot and Ankle"; etc. 
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LEDERLE LABORATORIES 

Pearl River, N. Y. Exhibit No. 37 
You are cordially invited to visit the Lederle booth where 
our medical representatives will be in attendance to 
provide the latest information and literature available on 
our line. Featured will be Achromycin V, Aristocart and 
many other of our dependable quality products. 


ELI LILLY & COMPANY 

Indianapolis, Ind. Exhibit Nos. 18-19 
You are cordially invited to visit the Lilly exhibit, located 
in space Nos. 18 and 19. The Lilly sales people in at- 
tendance welcome your questions about Lilly products 
and recent therapeutic developments. 


J. B. LIPPINCOTT COMPANY 

Philadelphia, Pa. Exhibit Nos. 81-82 
J. B. Lippincott Company presents, for your approval, a 
display of professional books and journals geared to the 
latest and most important trends in current medicine and 
surgery. These publications, written and edited by men 
active in clinical fields and teaching, are a continuation 
of more than 100 years of traditionally significant pub- 
lishing. 


P. LORILLARD COMPANY 

New York, N. Y. Exhibit No. 75 
P. Lorillard Company invites you to visit the Kent Ciga- 
rette exhibit. We are presenting the story of Kent Ciga- 
rettes. You will learn about Kent's free and easy drawing 
Micronite filter, about Kent's exclusive super-porous Mi- 
cropore paper which lets cool air in, lets heat escape 
through microscopic pores, and about Kent's 100% na- 
tural tobaccos. In addition, you will learn how Kent has 
reduced tars and nicotine in the smoke you inhale to the 
lowest bevel among all leading brands. A table cigarette 
box with your signature in gold will be a pleasant souvenir 
of your visit to the convention. 


THE MARK COMPANY 

Randolph, Mass. Exhibit No. 102 
This exhibit will consist of the very latest cardiovascular 
instrumentation, including all types of mechanical heart 
lung apparatus, in addition to flow-meters, wide selection 
of stainless steel, Nylon, and Teflon connectors, cannula, 
etc. As leaders in this field, completely automatic 
mechanicel heart lung units, along with manualiy controlled 
instruments, heart defibrillators, pacemakers, and midget- 
type internal and external pacemakers will be shown. 
Technical personnel will be in a position to give complete 
information on the newest mechanical heart lung appa- 
ratus imported from France, which will also be exhibited. 


MEDCO PRODUCTS COMPANY 

Tulsa, Okla. -Exhibit No. 63 
Presenting the Medco-Sonlator, providing a new concept 
in therapy by combining muscle stimulation and ultra 
sound simultaneously through a single three-way sound 
applicator. The Medco-Sonlator is a distinct advance in 
the effectiveness of physical therapy in office or hospital. 
A few minutes spent in our booth should prove of value 
to your practice. 


MIDICAL AIDS, INC. tre og 
Park Ridge, ill. Exhibit No. 28 
Medical Aids, Inc., will feature a complete line of pres- 
sure bandages, including the well-known Dalzoflex and 
Primer combination, recommended in the treatment of 
leg ulcers, phlebitis, etc.; the Nulast elastic crepe band- 
age, constructed of Viscolax rubber threads, Dalmas elas- 
tic strapping, which is waterproof, oil and grease re- 
sistant; Gold Strike splints, and assorted finger and 
wound dressings. 


MERCK SHARP & DOHME 

Philadelphia, Pa. Exhibit No. 15 
Injection ‘Aramine,’ a superior vasopressor with a choice 
of routes for optimal response, is featured at the Merck 
Sharp & Dohme booth. ‘Aramine’ rapidly raises and 
maintains blood pressure in shock. Simplicity of adminis- 
tration with reported freedom from tissue slough, necrosis 
or thrombophlebitis encourages its prompt use. ‘Leritine' 
(anileridine), the first example of a synthetic narcotic 
drug where potency has been increased by the addition 
of an aminophenethyl group to a chemical structure al- 
ready having analgesic properties is also of interest. 


MILES REPRODUCER COMPANY 

New York, N. Y. Exhibit No. 48 
The new lightweight, miniature, self-powered 'Recordall" 
solves the record problem of the physician in and out 
of the office. Recording may be made in or out of closed 
briefcase within a radius of 60 feet, minimizing all back- 
ground noises such as traffic, air conditioners, etc. Ideal 
for office and bedside interviews, lectures, staff-meetings, 
hospital rounds, nurse training, telephone, etc. Optional 
provision for excluding everything except dictation spoken 
or whispered into the microphone. Most useful in car, 
plane. J. M. Kuhlik and Mrs. H. B. Kuhlik are in charge. 


MILEX-ALPHA PRODUCTS 

Evanston, Ill. Exhibit No. 49 
Milex representatives will be on hand to demonstrate the 
new instruments for cold-conization of the cervix, the 
Seiger Cervitome and Coagsuc, as well as the new Twin- 
Tenaculum. Milex Amino-Cerv Gel, a new development 
for the post-surgical treatment of the cervix, wiil atso be 
on display along with the other well-known Milex Gynecic 
specialties. 


MILLER SURGICAL COMPANY 

Chicago, Ill. Exhibit No. 29 
See the Miller Electro-Scalpel and other elect:o-surgical 
units with snares, suction-coagulation attachments and 
other special accessories. These cutting, coagulating, and 
desiccating units, with or without spark gap, are de- 
signed to do the most delicate work as well as I'ght major 
surgery. There will also be on display, illuminated oto- 
scopes, eyespud with magnet, ophthalmoscope, trans- 
illuminating lamps, Lempe:t-type headlite, and Gorsch 
designed operating scopes and stainless steel procto- 
scopes. 


Cc. V. MOSBY COMPANY 

St. Louis, Mo. Exhibit No. 11 
New knowledge, new ideas, new research and technique— 
all are waiting for you in the newest Masby books for 
1958 and 1959. Come in. Look over these books at your 
leisure and convenience. If you wish assistance, our 
experienced representative will be happy to discuss any 
book with you. ‘ 


V. MUELLER & COMPANY 

Chicago, Il. Exhibit Nos, 2-3 
V. Mueller & Company's comprehensive display of fine 
surgical instruments will be of interest to every surgeon. 
Discussion of new technique and your instrur-ent prob- 
lems is particularly invited. The Muller cardiovascular 
clamps and the Moerch piston respirator will be shown. 


OHIO CHEMICAL & SURGICAL EQUIPMINT COMPANY 
Madison, Wis. Exhibit No. 16 
See the extensive array of world-famous, high-quality 
Stille surgical instruments. Featured items will include 
such new and improved needle holders as Bjork, Potts, 
and New Orleans; plus various Metzenbaum and Mayo 
tonsil and dissecting scissors. Many other Stille instru- 
ments will be on display for your personal inspection. 
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ORTHOPEDIC FRAME COMPANY 

Kalamazoo, Mich. Exhibit No. 44 
The Stryker CircOlectric Bed will be featured, together 
with Stryker power surgical instruments, including the 
Stryker Rolo-Dermatome. These products will be demon- 
strated by factory personnel trained to answer your 
detailed questions. 


OXY-LYFE CORPORATION 

Chicago, Ill. Exhibit No. 92 
Oxy-Lyfe is the latest in lightweight, portable inhalation 
equipment. Available in 10 models. Varying duration from 
30 minutes to 10 hours. Units are complete, ready to 
use and are packed in a handy luggage type carrying 
case. Priced from $39.50. 


PARKE, DAVIS & COMPANY 

Detroit, Mich. Exhibit No. 35 
Medical service members of our staff wilt be in at- 
tendance at our booth to discuss important Parke-Davis 
specialties which will be on display. 


PFIZER LABORATORIES 

Brooklyn, N. Y. Exhibit No. 72 
The Pfizer Laboratories’ display has been specifically 
arranged for your convenience and to give you the maxi- 
mum in quick service and product information. To make 
your visit worthwhile, technically trained medical service 
representatives will be on hand to inform you of the 
latest developments in Pfizer research. 


PROFESSIONAL LIFE & CASUALTY COMPANY 

Chicago, Ill. Exhibit No. 69 
The exhibit features a new type of sickness and accident 
insurance policy offered only to members of the medical 
and dental professions. 


PURDUE FREDERICK COMPANY 

New York, N. Y. Exhibit No. 80 
Senokot: constipation corrective; concentrated total senna 
glycosides which activate Auerbach's plexus, initiate nor- 
mal neuroperistalsis. Cerumenex: cerumenolytic for the 
quick removal of excessive cerumen; contains Ce-apon, 
a new surfactant, with propylene glycol and chlorbutanol. 
Soropon: antiseborrheic for cradle cap. Contains (1) 
Cerapon-C, to disorganize protein and lipid components 
of crusts; (2) Tyrothricin, to combat infection; (3) Para- 
bens, as preservative; (3) propylene glycol, as water- 
miscible vehicle. 


R. J. REYNOLDS TOBACCO COMPANY 
Winston-Salem, N. C. Exhibit No. 39 
Welcome to the R. J. Reynolds Tobacco Company Ex- 
hibit! You are cordially invited to receive a cigarette 
case (monogrammed with your initials) containing your 
choice of Camel, Winston Filter, Menthol Fresh Salem, 
or Cavalier King Size Cigarettes. 


RICHARDS MANUFACTURING COMPANY 

Memphis, Tenn. Exhibit No. 10 
The latest developments in orthopedic and fracture in- 
struments and equipment will be displayed by our con- 
scientious and efficient representatives. America's finest 
production of surgical implants from the femur to the 
finger; produced from Smo Stainless in an unexcelled 
manner, through rigid inspection. New instruments for 
the latest techniques of various cases will be prominent 
in display. This display could be your headquarters. 


A. H. ROBINS COMPANY, INC. 

Richmond, Va. Exhibit No. 17 
The peak of the late summer allergy “season puts Dime- 
tane in the featured spot in the A. H. Robins exhibit. 
This unexcelled antihistamine is available in Extentabs, 
conventional tablets, elixir, and in injectable form. Also 
shown are Robitussin and Robitussin A-C for cough con- 
trol, Robaxin for relief of skeletal muscle spasm, Allbee 
with C, and Donnagel. 


W. B. SAUNDERS COMPANY 

Philadelphia, Pa. Exhibit Nos. 7-8 
New Saunders titles published since the last annual 
meeting include: Potts: ‘The Surgeon and the Child’; 
Shambaugh: “Surgery of the Ear"; Weyrauch: "Surgery 
of the Prostate"; Turell: “Anorectum and Colon”; De 
Takats: "Vascular Surgery"; McLaughlin: Trauma’; Dun- 
phy and Botsford: ‘Examination of the Surgical Patient’; 
“Christopher's Minor Surgery" by Ochsner and DeBakey; 
DePalma, “Fractures and Dislocations." 


DENNIS R. SCANLAN INC. 

St. Paul, Minn. Exhibit No. 73 
The complete line of Scanlan Swedish stainless steel 
surgical instruments known the world over for their 
quality and design is displayed. Scanlan instruments are 
made in Sweden at a factory established in 1808. 


SCHOLL MANUFACTURING COMPANY, INC. 

Chicago, lll. Exhibit No. 79 
Registered nurses will demonstrate Tubegauz, the new 
seamless, tubular gauze bandage. They will also be avail- 
able to answer any questions on new orthopedic band- 
ages. A complete line of other School surgical dressings, 
orthopedic appliances and adhesives will be on display. 


SCIENTIFIC EQUIPMENT MANUFACTURING COMPANY 
Seattle, Wash. Exhibit No. 68 
The Knott technic of blood irradiation has proved a safe 
and efficient means of rapidly controlling many viral 
pathologies, particularly viral hepatitis. Its rationale in- 
cludes increase of blood oxygen, increased phagocytosis, 
relief of toxemia and decrease of edema. The Knott 
Hemo-Irradiator will be demonstrated twice daily. 


G. D. SEARLE & COMPANY 

Chicago, Ili. Exhibit No. 1 
You are cordially invited to visit the Searle booth where 
our representatives will be happy to answer any ques- 
tions regarding. Searle products of research. Featured 
will be Dartal, the new tranquilizing agent which con- 
trols activities associated with anxiety states and other 
neuroses; Enovid, the new synthetic steroid for treatment 
of various menstrual disorders; Zanchol, a new biliary 
abstergent; Nilevar, the new anabolic agent; Rolicton, 
a new safe, nonmercurial oral diuretic; Vallestril, new 
synthetic estrogen with extremely low incidence of side 
reactions: Pro-Banthine and Pro-Banthine with Dartal, 
the standards in anti-cholinergic therapy; and Drama- 
mine and Dramamine-D, for the prevention and treatment 
of motion sickness and other nauseas. 


SMITH, KLINE & FRENCH LABORATORIES 
Philadelphia, Pa. Exhibit No. 9 
S.K.F. features (1) Stelazine Tablets (new), for anxiety, 
particularly when expressed as apathy, listlessness, and 
emotional fatigue; (2) Compazine®, the tranquilizer and 
antiemetic with minimal side effects; (3) Thorazine®, 
one of the fundamental drugs in medicine; and (4) 
Spansule@® brand capsules, for therapeutic effect as fast 
as tablets, sustained for 10 to 12 hours. 
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SNOWDEN-PENCER CORPORATION 

Los Gatos, Calif. Exhibit No. 67 
The Snowden-Pencer Corporation, exclusive manufactur- 
ers of Ochsner Diamond Jaw Needle Holders, has per- 
fected a line of surgical scissors with tungsten-carbide 
cutting edges. This material, the hardest metal made by 
man, is permanently built into the cutting blade of the 
scissors. It offers extraordinary resistance to wear and 
maintains sharpness for extremely long periods of time. 
Another Snowden-Pencer exclusive is a very fine rust 
inhibiting lubricate called Surgical Instrument-Milk. 


E. R. SQUIBB & SONS 

New York, N. Y. Exhibit Nos. 87-88 
E. R. Squibb & Sons has long been a leader in the de- 
velopment of new therapeutic agents for prevention and 
treatment of disease. The results of our diligent research 
are available to the medical profession in new products 
or improvements in products already marketed. At booths 
Nos. 87 and 88, we are pleased to present up-to-date 
information on these advances for your consideration. 


STILLE INSTRUMENTS 
(See Ohio Chemical—Exhibit No. 16) 


WILLIAMS & WILKINS COMPANY 

Baltimore, Md. Exhibit No. 70 
Among the outstanding surgical books displayed by the 
Williams & Wilkins Company are the following "best- 
sellers": ‘Pathophysiology in Surgery," J. D. Hardy. 
"Transplantation of Tissues" (Vol. Il), L. A. Peer (just 
published). "Surgical Treatment of Facial Injuries," Ka- 
zanjian and Converse. "'Groves' Synopsis of Surgery," 
Sir Cecil Wakeley. ‘Care of the Surgical Patient,"' Glass- 
man and McNealy. "Emergency Surgery," Bailey. "A 
Companion in Surgical Studies,” Aird. ‘Essentials of 
Modern Surgery," Handfield-Jones and Porritt. "Surgery 
of the Colon," Hughes. Be sure to see the vivid 3-D dis- 
play of Bassett's “Stereoscopic Atlas of Human Anatomy." 


WYNLIT PHARMACEUTICALS 


Madison, N. J. Exhibit No. 90 


MAX WOCHER & SON COMPANY 

Cincinnati, Ohio Exhibit No. 89 
The Max Wocher & Son Company will exhibit its most 
complete line of surgical instruments, both imported 
patterns and domestic patterns, together with many 
Wocher specialties for which they are well known. 


YEAR BOOK PUBLISHERS, INC. 

Chicago, Ill. Exhibit No. 66 
Year Book Publishers will display its complete line of 
some 150 titles, including the following of special interest 
to the practicing surgeon: “Handbooks of Operative 
Surgery"" (Now 7 volumes); Requarth's “Acute Abdo- 
men"; Palumbo's ‘Surgical Service Guide"; Bernstein's 
"Intern's Manual'’; Cave's ''Fractures and Other Injuries'’; 
and Compere's "Pictorial Handbook of Fracture Treat- 
ment." 


F. E. YOUNG & COMPANY 

Chicago, Ill. Exhibit No. 58 
F. E. Young & Company will exhibit Young's Dilators, 
used in the treatment and prevention of contracted 
anus, particularly following hemorrhoidectomy. Also, as 
an aid in perineal dissection, repair following delivery 
and vaginal surgery. Young's PSP Test Set, Young's Al- 
bumin Test and Jen-i-sol will also be shown. 


ZIMMER MANUFACTURING COMPANY 

Warsaw, Ind. Exhibit Nos. 5-6 
Zimmer Manufacturing Company will exhibit new dual 
all rubber walking heels, new acetabulum gauge, new 
sterilizing racks for instruments, new Temple University 
nails and plates, as well as a full assortment of instru- 
ments and appliances for orthopedic surgery. 
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